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Sir Thomas Browne 
Physician and Man of Letters 


A GRATIFYINGLY large number of phys- 
icians have made their mark in the 
field of literature, proving that the sons of 
Imhotep by no means always possess one- 
track minds. Some of these, such as Silas 
Weir Mitchell and Sir William Osler, will be 
chiefly remembered as men of medicine, 
while others, like Rabelais, Oliver Gold- 
smith, and our own Oliver Wendell Holmes, 
will hold their place in the minds of men as 
writers of deathless works of fiction, essays, 
poetry, or some other branch of the art of 
the pen. In this latter group falls Sir Tho- 
mas Browne, whose writings are the delight 
of literateurs, but are not so well known 
to the members of his profession as they 
should be. 

Thomas was born in London, England, Oc- 
tober 19, 1605, the son of a merchant of good 
family, who died soon after, whereupon his 
mother remarried and the boy was placed in 
a highly unsatisfactory position. At the age 
of eighteen he entered Pembroke College, 
Oxford, from which, in due course, he re- 
ceived his degree as Master of Arts, after 
which he took up the study of “physic” 
(medicine). 

It would appear that the fledgeling med- 
icus overestimated his capacities and entered 
upon the practice of his profession, in Ox- 
ford, prematurely (there were no licensing 


boards in those days), for we next hear of 
him, for a while, in Ireland, and then in Eu- 
rope, where he went on with his medical 
studies at Montpellier, France; Padua, Italy; 
and finally at the University of Leyden, Hol- 
land, from which he received his degree as 
a “Doctor of Physic,” about 1633. 

The following year, Dr. Browne returned 
to London and entered upon the writing of 
the work which has given him immortal 
fame—‘“Religio Medici” (“The Religion of a 
Physician”),* which the orthodox ones of his 
day considered almost heretically liberal, and 
which may, perhaps, be compared with such 
religious books by modern physicians as 
Sajous’ “The Strength of Religion As Shown 
by Science” and W. W. Keen’s “I Believe in 
God and in Evolution.” 


In 1636, Dr. Browne established himself at 
Norwich, where he soon developed an ex- 
tensive and successful practice and married 
a lady of good family, with whom (in spite 
of the rather uncomplimentary things he had 
said about women in his widely discussed 
book) he lived happily for forty-one years. 

In 1637, Browne received the degree of 
Doctor of Physic from the University of Ox- 
ford; in 1665 he was made an honorary Fel- 
low of the Royal College of Physicians 


"Garrison gives the date of publication of “Religio 
Medici” as 1643. 
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(“virtute et literis ornatissimus”); and in 
1671 the honor of knighthood was conferred 
upon him by King Charles II. 

While there is no record that Dr. Browne 
made any outstanding contributions to the 
science or art of medicine, he was an active 
and popular practitioner for 46 years, during 
which he spent every spare moment in study 
and in writing. He had a critical knowledge 
of Latin and Greek, and understood most of 
the European languages and a little Hebrew. 
He once wrote a treatise upon the similar- 
ity between the old Saxon language and the 
English of his time. 

Of his many literary productions two, be- 
sides the “Religio Medici,” are still read with 
joy by scholarly folk; “Pseudodoxia Epidem- 
ica; or Enquiries into Vulgar and Common 
Errors” (1646), and “Urn Burial” (1658). A 
specimen of his ornate and somewhat ped- 
antic style, from the last-mentioned volume, 
may be of interest: 

“There is no antidote against the opium of 
time and the night of time far surpasseth the 
day—who knows when was the aequinox? 
Darkness and light divide the course of time, 
and oblivion shares with memory a great 
part even of our living beings. Who knows 
whether the best of men be known; or 
whether there be not more remarkable per- 


sons forgot than any that stand remembered 
in the known account of time?” 


An intimate contemporary describes Sir 
Thomas as a man of medium build, stature, 
and complexion; always simply, but very 
warmly dressed; always cheerful but rarely 
heard to break a jest—and when he did so 
he blushed at its levity; grave without af- 
fectation; “parsimonious in nothing but his 
time, whereof he made as much improve- 
ment with as little loss as any man in it.” He 
went to church regularly, unless prevented 
by his practice, and was so generous with his 
family, in hospitality, and in charities, that 
he never amassed a large fortune. 

The honored bones of this kindly scholar 
and practitioner (many of whose virtues we 
might well emulate), who passed from this 
life in 1682, on his 77th birthday, repose in 
the Church of St. Peter Mancroft, in Nor- 
wich; but his true monument consists of the 
imperishable works of his mind and pen. 


Nothing is really work unless you would rather be 
doing something else.—Sir James Barrie. 


Many people take no care of their money till they 
come nearly to the end of it; and others do just the 
same with their time.—Gogrtne. 
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The Practice of MEDICINE 
T= dictionary defines medicine as: “(1) 
Any drug or remedy; (2) The art or sci- 
ence of healing diseases, especially by the 
administration of internal remedies.” 


In days gone by, surgery—such as it was— 
was performed by barbers—men of little or 
no professional standing; while physicians 
were recognized, even then, as learned men. 
Even today, when surgery has taken its 
place as the noble companion of medicine 
and is, by some, exalted far above it, the 
surgeon in England is not an M.D., but a 
C.M. (Master of Chirurgery), and often, of 
course, an F.R.C.S. Even so famous a sur- 
geon as Sir W. Arbuthnot Lane is not “Doc- 
tor Lane,” but “Mister Lane.” 


In most of our states the osteopath is per- 
mitted to practice most branches of surgery 
and physical therapy; in many, the chiro- 
practor has only slightly less authority; and 
the Christian Scientist and faith healer prac- 
tice their gentle arts unmolested. 

But we, and we alone, are Doctors of 
Medicine. We are legally entitled to practice 
surgery and to do all that can be done by 
the osteopath, the chiropractor, the napra- 
path, the naturopath, the layer-on-of hands, 
et id genus omne; and in addition we have 
the authority to administer such medicines 
as the case in hand seems to require. 

Far are we from belittling the tremendous 
accomplishments of modern surgery or the 
unreckonable strides which have been and 
will be made in the various branches of 
physical therapy. All these things are part 
and parcel of therapeutics, in its widest 
sense, and if we neglect to study and use 
them, wisely and thoughtfully, we are doing 
injustice to our patients and to ourselves. 

But, in our strenuous efforts to keep up 
with the latest discoveries and announce- 
ments regarding ultraviolet and infrared 
rays, diathermy, cervical sympathetic resec- 
tions, pyelography, dietetics, and other mat- 
ters of acknowledged importance, let us not 
become so absorbed in the chase as to for- 
get that we are Doctors of Medicine. 

While physical agencies and surgical and 
laboratory technics have been rushing for- 
ward at an astonishing pace, internal med- 
icine has not been standing still. The dis- 
covery and development of new and powerful 
drugs has been as notable a feature of the 
last decade or two as has the invention of 
new pieces of apparatus; and the development 
of the technic and application of parenteral 
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medication (intravenous, intramuscular, and 
hypodermic) has been no less significant than 
the progress in other technical lines. 

The surgeon studies anatomy and the 
mechanism and possibilities of his instru- 
ments with indefatigable persistance. The 
physical therapist studies physics and the 
construction and powers of his apparatus 
with an almost religious zeal. When the in- 
ternist and practitioner study physiology and 
pharmacology with equal assiduity there will 
be no more wails about the decadence of 
general medical practice and the inroads be- 
ing made upon us by the cultists. 

How dare we complain when others, whom 
we stigmatize as incompetent, make use of 
healing measures which they have as good 
a legal right to employ as we have, while 
we continue to neglect the cultivation and 
development of the one line of therapeutics 
to which our right is exclusive. 

Let us study our drugs, new and old, and 
the most modern and effective methods of 
administering them; let us study our patients, 
intensively, individually, and with open 
minds; and then, let us take our rightful 
place in the scheme of things as Doctors of 
Medicine, and safely challenge whoever will 
to try to supplant us in the gratitude of our 
patients and the respect and esteem of our 
communities. 

-oneentidiigiinasmens 


The man who does his work—any work—conscienti- 
ously, must always be, in one sense, a great man.— 
ULOCK. 


—_—_—_@——__—_- 


Good News for Christmas 


} OME comings are happy times for every- 
one but gayest of all are those that re- 
unite the family at the Christmas season. 
Soon thousands of our nation’s youth will be 
leaving schools and colleges to enjoy Christ- 
mas at home. They will bring with them 
a knowledge of new things and thousands of 
them will be able to tell their parents that 
they are feeling fit and are in the best of 
health. Thousands can say proudly that they 
passed a perfect physical examination and 
that the doctor congratulated them when 
they were given the tuberculin test and 
showed no signs of having tuberculosis. 

No news should thrill the hearts of fathers 
and mothers like this news, because tuber- 
culosis claims more victims between the ages 
of 15 and 25 years than any other disease. 
That is why we need tuberculin tests peri- 
odically for all our young men and women, 
and especially for young women in this age 
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group, because the death rate for them is one 
and one-half times that of young men of the 
same age. Scientists have not yet discovered 
the exact reason for this tragic situation, but 
we have it to face. 

Our newer knowledge of tuberculosis, 
which includes tuberculin tests and x-ray 
studies, is now making it possible to discover 
cases early, so that young men and women 
can live long and useful lives. By your pur- 
chase of Christmas Seals you are helping to 
build better health for our nation’s youth and 
to preserve American family life. 

—_———_e—_—__—_— 


Health and disease, thought and emotion, are com- 
municable, contagious.—CLaupg Bracpon. 


e——_- 


Elixir of Sulphanilamide 

HE newspapers have recently been carry- 

ing some horrendous stories about the dis- 
astrous and fatal results.which have followed 
the administration of a certain elixir of 
sulphanilamide, and it may not be amiss to 
make some comments upon this circumstance, 
in order that our thinking about it may not 
be overlaid by journalistic emotionalism. 

In the first place, these untoward occur- 
rences are no reflection on sulphanilamide it- 
self, but merely upon the particular prepara- 
tion of it which was used, and perhaps upon 
the skill and intelligence of the people who 
used it. The drug is, of course, relatively new 
and probably has not yet found its ultimate 
place in our armamentarium, but the liter- 
ature upon it appears to indicate that it has 
such a place and that, when properly applied, 
in carefully selected cases, it is probably no 
more dangerous than many of the other potent 
remedies, such as morphine, strychnine, dig- 
italis, and scores of others, which physicians 
have been employing successfully for years, 
but which, if carelessly used, are dangerous 
poisons. 

All who prescribe or administer sulphanil- 
amide must remember that it is a powerful 
drug, whose field of usefulness is relatively 
limited and whose properties are such that it 
cannot be safely used for self or domestic 
medication. This fact should be impressed on 
patients who have a tendency toward the 
promiscuous taking of medicines. 

The second lesson which should be learned 
from the sad stories which have been broad- 
casted to the public is the immense impor- 
tance of the “invisible ingredient” in all the 
medicaments which a physician uses — the 
professional standing and integrity of the 
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manufacturers of such products. The doctor 
can, if he must, live in an inexpensive home, 
wear cheap clothes, and otherwise retrench 
on his personal expenditures; but if he is a 
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nonpartisan National Civil Service Reform 
League, 521 Fifth Ave., New York City, for 
some highly instructive literature. 

In addition to possible direct personal or 


true disciple of Hippo- 
crates and has any as- 
pirations toward the 
higher type of profes- 
sional success, he cannot 
afford to use or pre- 
scribe cheap drugs— 
meaning those sold at a 
price below that at 
which these _ essential 
tools of his trade can be 
furnished with an im- 
peccable backing of lab- 
oratory and clinical 
research—nor any rem- 
edies emanating from a 
pharmaceutical house 
which does not have an 
enviable reputation at 
stake in connection with 
every one of its prod- 
ucts. 


e---- - 


Civil Service 

T= fact that a large 

and constantly in- 
creasing number of 
physicians is in the em- 
ploy of one or another 
branch of the govern- 
ment, makes the in- 
tegrity and extension of 
the merit system in the 
Civil Service a matter 
of vital importance to 
the medical profession. 

One of the greatest 


NEXT MONTH 
(Medical Progress Number) 


Dr. Boris Sokoloff, of New 
York City, will discuss some of 
the newer methods for the diag- 
nosis of cancer, which offer en- 
couraging prospects, but are not 
being widely used in _ this 
country. 

Dr. Dallas C, Ragland, of Los 
Angeles, Calif., will show how the 
recently developed serum-en- 
zyme test of Oelgoetz sheds some 
new light on the nature of food 
allergy. 

Dr. H. R. Searle, of Rockford, 
Ill, will summarize the recent 
progress in urology. 

Dr. Clarence L. Wheaton, of 
Chicago, has promised to outline 
the recent progress in the man- 
agement of tuberculosis, 

Dr, Theo. S. Proxmire, of Lake 
Forest, Ill., will sketch a picture 
of the general practitioner, 1938 
model. 


COMING SOON 

“The Autonomic Nervous Sy- 
stem in Asthma,” by A. J. D. 
Cameron, M. B., Ch. B., and J. H. 
Thompson, B.Sc., London, Eng- 
land. 

“Notes from the International 
Postgraduate Medical Assembly,” 
reported by Geo. B. Lake, M.D., 
Waukegan, Ill. 


professional interest in 
this matter, every voter 
ought to be interested in 
it as a citizen, because 
the intelligent and or- 
derly conduct of the im- 
mense business which 
Government now is, 
cannot be achieved by a 
group of political hang- 
ers-on around a party 
trough, but only by sin- 
cere and well-qualified 
persons, who have been 
selected on the basis of 
fitness and who are se- 
cure in the tenure of 
their jobs during phys- 
ical soundness and cor- 
rect behavior. 

Statistics show that 
the merit system in the 
Civil Service is now at a 
low ebb, and political 
patronage at high tide. 
Those who believe that 
the service of the Gov- 
ernment should be a 
sound and dignified em- 
ployment, promising a 
sincere and capable man 
a career throughout his 
working life, will do 
well to write, phone, or 
speak to their Congress- 
man and U.S. Senators 
and tell them just how 


drawbacks of governmental service is the fact 
that many of the appointments, especially to 
the higher-salaried positions, are made upon 
the disgraceful old political spoils basis, with- 
out any regard to the qualifications of the 
appointee, so that a thoroughly, or even ex- 
ceptionally capable man may be removed 
from his position for no other reason than 
that some political yeggman has reason to 
believe that he voted the “wrong” way. Any 
who may not be familiar with the way this 
system works out will do well to write to the 


their constituents think and feel about pros- 
tituting the Civil Service. 

This is not a party matter at all, because 
both of the great political groups have de- 
clared for the extension of the merit sys- 
tem, during campaigns, for years, and have 
given it lip service during their periods of 
power, but have by no means acted as if they 
meant what they said. It is time the voters 
of all political complexions reminded the law 
tinkers that it is time to do something about 
this matter of national moment. 
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Irradiation of the Pituitary and Adrenal Glands 
In Essential Hypertension and Diabetes* 


(Further Observations) 
By James H. Hutton, M.D., F.A.C.P., Chicago, Ill. 


EFORE the first article! on the treatment 

of hypertension and diabetes by irradiat- 
ing the pituitary and adrenals was pub- 
lished, some of the evidence supporting the 
ideas there advanced was laid before mem- 
bers of the Illinois Central hospital depart- 
ment. It was their feeling that the idea 
seemed to have some merit and might be 
offered to the profession. They have cooper- 
ated, and we have tried to be unbiased in 
our observations and have merely attempted 
to find out whether what appeared to be a 
reasonable theory would be supported by 
clinical experience. 

This therapy was based originally on the 
belief that both of these syndromes were 
due to some functional abnormality, either 
of the pituitary or the adrenals or both, and 
that this functional disturbance was in the 
direction of hyperactivity, which could be 
reduced to more nearly normal levels by the 
x-rays. Observation of phenomena that have 
been seen to follow the application of these 
treatments has compelled the conclusion that 
this therapy may have some stabilizing or 
regulating action on these two structures. 

It should be remembered that both blood- 
pressure-raising and blood-pressure-reduc- 
ing substances are found in the adrenals, 
and are probably elaborated by them.2 The 
posterior lobe of the pituitary normally 
elaborates a substance that raises blood 
pressure and blood sugar. Lately Wollheim® 
announced the extraction of a substance 
from the posterior lobe of the pituitary 
which reduces blood pressure. A similar 
substance is found in the urine of normal 
persons, but is absent or present in very 
small quantities in the urine of persons with 
hypertension. Hyperactivity of the anterior 
lobe, whether of the eosinophilic or the bas- 
ophilic cells, is accompanied by an increase 
in the blood pressure and a rise in the blood 
sugar.* 

Regardless of all this, certain interesting 
phenomena have been observed to follow 


*Delivered at a staff meeting of the Illinois Central 
Hospital, Chicago, April 6, 1937. 


these treatments. A considerable percentage 
of patients with hypertension seem to have 
been benefited. This is also true in a smaller 
percentage of diabetics. 

Table I shows our experience in treating 
patients with both hypertension and diabetes. 
It will be seen by this and by Table II that 
about 10 percent of our patients having hy- 
pertension also had diabetes mellitus, In 
some cases the diabetes appeared first, to 
be followed, months or years later, by hy- 
pertension. In other cases this order was 
reversed. In most it was impossible to find 
out which syndrome appeared first. It seems 
fairly certain that in one woman the hy- 
pertension came on rather quickly in a per- 
iod of six months or less. About the same 
time her kidney threshold for sugar became 
greatly elevated so that, with a blood sugar 
level of 300 mg. percent, there was no gly- 
cosuria. This woman is known to have had 
diabetes for eight years prior to the onset 
of hypertension. The latter was easily con- 
trolled by irradiating the pituitary and 
adrenals with x-rays, but the diabetic con- 
dition was affected much more slowly, and 
the results were less lasting. 

The diagnosis in these cases was well es- 
tablished by observation, in most cases over 
a period of years, by the hospital department 
or by other physicians. Most patients were 
subjected to Stieglitz’ amyl nitrite test5 
before treatment was begun. Dye tests of 
kidney function, urinalyses, and blood chem- 
istry studies were made in most cases. While 
most patients were not put to bed for sev- 
eral days before treatment was begun, to 
determine the effect of complete rest on 
blood pressure, a considerable percentage, 
particularly of the Illinois Central cases, had 
been in the hospital a number of times, so 
that the effect of rest in bed, at least on 
previous occasions, was well known. 

Table IV shows the results of dextrose 
tolerance tests made before treatment was 
begun. It will be noted that 64 percent of 
these patients exhibited a rather high blood 
sugar during the test. In most cases this re- 
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turned to the fasting level at the end of three 
hours. In very few cases was there any gly- 
cosuria, when the blood sugar rose to more 
than 300 mg. percent. Unfortunately, only a 
few of these patients have so far been sub- 
jected to this test after they had treatment. 


TABLE I 

Hypertension and Diabetes 
Improved as to both conditions 
Improved as to hypertension only 
Improved as to diabetes only 
Unimproved 
Insufficient treatment 
Cannot follow up 


Hypertension 
Improved 
Improved but relapsed 
Unimproved 
Insufficient treatment 
Cannot follow up 


TABLE III 
Hypertension Cases of Other Observers 
Cases Cases 
Improved 
80 
30 


Seaweeds 


i) 
S 


Glucose (Dextrose) Tolerance Tests on 142 
Hypertension Patients 

Blood sugar rose to 170 to 200 mg 

Blood sugar rose to over 200 mg 

Non-diabetic type of curve 


Results in the Treatment of Diabetes 
Mellitus 


About 50 cases of diabetes have been 
treated. These may be divided roughly into 
three groups: One-third experienced no im- 
provement of any kind; one-third experi- 
enced symptomatic improvement, such as a 
decrease in headache, mental depression, 
nervousness, and pains in the extremities, 
without any noteworthy change in the car- 
bohydrate tolerance; and one-third showed 
considerable improvement in carbohydrate 
tolerance, some being able, after treatment, 
to get along without insulin. 

These results are particularly surprising 
and disappointing in view of the fact that 
Dr. Barnes* has demonstrated that totally 
diabetic pancreatectomized dogs showed a 
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considerable reduction in their insulin re- 
quirement after these treatments. Irradiation 
of the dog’s adrenal region appeared to be 
more effective than irradiation of its pitu- 
itary. He used the same machine and much 
the same factors in treating his dogs that 
we used in treating our patients. 


Thyrotoxicosis 


Basal metabolic rate (B.M.R.) determina- 
tions on 137 hypertension patients, showed 
that in 42 it was lower than minus 5 per- 
cent; in 48 it was normal; and in 47 it was 
higher than plus 10 percent. 

Case 1:—One of these patients was a 59- 
year-old woman who had had a subtotal 
thyroidectomy for Graves’ disease in 1928, 
another in 1929, and a third operation was 
being urged upon her when she first came 
under my observation in the fall of 1934. 
She presented the typical picture of Graves’ 
disease. There was a considerable nodule of 
thyroid tissue on the right side. Her B.M.R. 
was plus 56 percent. Her blood pressure was 
205/75. 

After six treatments, at weekly intervals, 
her blood pressure was 135/95 and her B.M.LR. 
was plus 18 percent. Seventeen months after 
the last treatment, the blood pressure was, 
right, 165/90; left, 155/90, and the B.M.R. 
was plus 14 percent. The mass of thyroid 
tissue seemed unchanged. 

Case 2:—Mrs. C, aged 46, complained of 
nervousness, irritability, palpitation, tachy- 
cardia, and insomnia. There was a tremor 
of the fingers and tongue. The B.M.R. was 
plus 48 percent. The thyroid was not ap- 
parently enlarged. There were no eye signs. 
The blood pressure was 170/100. 

After three treatments, extending over a 
period of about two months, the blood pres- 
sure was 145/90, and the B.M.R. was minus 
6 percent, The symptoms were completely 
relieved. 

Case 3:—Mrs. D, aged 48, had known of 
her hypertension for four years. Her blood 
pressure was, right, 260/130; left, 220/120. 
When first examined she had just gotten up 
after two months in bed because of cardiac 
decompensation. Her pulse was 110. There 
was a tremor of the fingers and tongue, and 
an adenoma in the thyroid isthmus. The 
heart was slightly enlarged, showed a num- 
ber of extrasystoles, and a double mitral 
murmur was heard. The B.M.R. was plus 
40 percent. 

After four treatments her B.M.R. was plus 
69 percent, and further treatments were not 
followed by any material reduction either in 
her thyrotoxicosis or her blood pressure 
readings. 

Case 4:—Mrs. K, aged 58, had known of 
her hypertension for 8 years. My examina- 
tion showed her blood pressure to be, right, 
220/150; left, 220/160. Her B.M.R. was plus 
32 percent. There was a tremor of the 
fingers and tongue, and an adenoma was 
present in the right lobe of the thyroid. Her 
pulse was 122. 

Her blood pressure came down under x- 
ray treatment to, left, 155/108; right, 168/115. 
Her headache, vertigo, and heart conscious- 
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ness were relieved. At this time she dis- 
appeared, and when she returned, three 
months later, her blood pressure was at its 
original level, and her basal rate was plus 
38 percent. She is said to have died soon 
after this of a “stroke.” 

Crile? has suggested denervation of the 
adrenals, in some cases of residual or re- 
current hyperthyroidism. My experience with 
these and some other cases would indicate 
that this type of irradiation therapy might 
be advantageously given to some patients 
with hyperthyroidism. Recently Habs’s® 
experience is said to show that thyrotoxicosis 
can be markedly relieved by irradiation of 
the hypophysis alone. He proposes that ir- 
radiation of the hypophysis be used in the 
thyrotoxicosis of older women, in the climac- 
teric or preclimacteric, and in that of younger 
women when previous irradiation of the 
thyroid has not given the desired therapeutic 
results. 


Technic, Dosage, and Frequency of 
Treatments 

I have used different dosages and various 
factors as to kilovolts, milliamperes, and 
filter. For a good while I have been using 
the following: 120 kilovolts; 2 mm. alumi- 
num filter; 50 cm. skin target distance; 3 mil- 
liamperes; 5 minutes; delivering 50 R units. 
Each side of the pituitary is treated through 
a portal 10x10 cm., and the adrenals through 
a common portal 15x15 cm. I sometimes ex- 
tend the time to 7 minutes, giving 70 R to 
each area treated. This is not done until 
at least three treatments have failed to bring 
about a satisfactory response, or in some 
cases when the blood pressure rises after hav- 
ing shown a favorable response to treatment. 

Treatments are seldom repeated at less than 
one-week intervals—and if that frequently, 
not more than six are given. At the end of 
that time the patient is directed to wait at 
least one month for further treatment. If 
there is a favorable response to one or more 
treatments, as indicated by relief of symp- 
toms and a satisfactory fall in blood pressure, 
no further treatment is given until it is evi- 
dent, from a number of observations at 
weekly intervals, that no further fall in blood 
pressure is to be expected, or until the blood 
pressure begins to rise. Some patients have 
needed only two or three treatments in a 
year. 

Treatment should not be given at too fre- 
quent intervals. To do so invalidates some 
of the good results seen to follow previous 
treatments. I have seen failures follow too 
frequent treatments, in cases where there 
was every reason to expect the patient to 
experience good results from this method of 
therapy. 

In my hands, at least, results are much 
better if both sides of the pituitary and the 
adrenals are irradiated on the same day. This 
is not true in the hands of every worker. 
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McGuffin® uses a higher kilovoltage than I 
have ever used, and gives the treatment on 
two succeeding days. However, the number 
of R units applied per area is almost identical 
with what I am using at the present time. 

No woman should be treated within ten 
days prior to a menstrual period. To do so 
almost invariably leads to some upset in the 
menstrual period itself, and is very apt to be 
followed by a reappearance of the unpleas- 
ant symptoms originally associated with her 
hypertension. 

Some cases of what is apparently essential 
hypertension are not affected, so far as can 
be determined, by this method of therapy. 
Others respond very favorably to a few 
treatments, and then relapse to their former 
condition and show no further response to 
such treatment as we have given them. It 
may be that other factors, other dosages, or 
some other method might continue their 
initial favorable response, but I have been 
unable to find such factors. 

Some patients experience almost complete 
relief of such symptoms as headache, vertigo, 
tinnitus, precordial distress, and weakness, 
without any notable fall in blood pressure, 
or relief of these symptoms may occur coin- 
cidental with a satisfactory fall in blood 
pressure. In this connection it is of interest 
to recall that Gilbert! has recently reported 
improvement in 5 of 10 cases of clinically 
proved angina pectoris, treated by roentgen- 
ray therapy applied to the cardiac and para- 
vertebral regions. A subsequent rise in blood 
pressure is frequently not associated with a 
return of symptoms. 

This treatment has been objected to on the 
basis that it will so damage the pituitary and 
adrenals as to lead to hypopituitarism or Ad- 
dison’s disease. I have never seen the slightest 
sign of either of these conditions in any of 
the cases treated. One woman, who had had 
much heavier treatment than is ordinarily 
given, came to autopsy, and there was no 
sign of x-ray damage to the pituitary or 
adrenals. In another case of malignant hy- 
pertension in a woman, a section of one 
adrenal was removed. It showed no signs 
of damage by the x-rays. I have never seen 
untoward effects follow these treatments. Un- 
pleasant symptoms, such as headache, vertigo, 
and weakness, have followed the use of heavy 
doses (over 100 R per area), but even these 
symptoms cleared up in a few days. 
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FEW will question the broad statement that 

pain is the most important symptom that 
confronts the physician, specialist and gen- 
eral practitioner alike. It is the dominant 
impelling symptom that prompts the patient 
to consult his or her physician. Highly com- 
petitive modern existence has accentuated the 
importance of the relief from pain more than 
ever before; conditions associated with pain 
are certainly becoming of greater frequency. 
The tangible evidence of this has manifested 
itself in the present-day neuroses and the 
greater frequency of conditions associated 
with pain. As evidence, witness the great 
consumption of analgesics, which may be 
measured in carloads. 

There are several outstanding conditions 
that account for this increase, prominent 
among which are arthritis, coronary and other 
cardiac diseases, dental infection, and last, 
but by no means least, the pains and neuroses 
of the menstrual period—dysmenorrhea. 

As an example, textbooks on cardiology 
published a decade or so ago referred to the 
condition of coronary thrombosis as a rare 
disease. It was called “angina pectoris” and 
the statement was often made that the 
average practitioner saw it but a few times. 
How markedly this has changed! The late 
Harlow Brooks stated that, where a few years 
ago he saw twelve to fifteen cases of coronary 
thrombosis yearly, in recent years he often 
saw that many in one day. The truth of his 
observation is corroborated by the wide 
variety of new synthetic drugs now recom- 
mended for the treatment of this common 
condition. These same observations also apply 
to arthritis. From a comparatively minor réle 
in the practice of medicine, arthritis has now 
become of paramount importance, mainly due 
to its crippling pain. 

The Importance of Dysmenorrhea 

Another condition of even greater impor- 
tance economically, inasmuch as it affects the 


young as well as those in middle life, is pel- 
vic pain and its associated neuroses, which 
come within the scope of dysmenorrhea. 

Prior to the present activity of women in 
the business and professional world, dysmen- 
orrhea was not considered of major impor- 
tance; it was looked upon as a peculiarity of 
nature, to be endured without audible com- 
plaint and treated empirically. Failure of re- 
sponse to treatment meant merely the incon- 
venience of a day or two in bed and the 
necessity of devising ingenious excuses. The 
physician was seldom consulted, and when 
he was, the treatment consisted of a simple 
anodyne and, as a last resort, dilatation of 
the cervix and curettage. 

In the present era the young woman or 
girl can not afford to jeopardize her economic 
or social welfare by frequent regular ab- 
sences. This need has therefore stimulated 
efforts to answer for her this important 
problem: First, not only to relieve her 
promptly of the crippling pain but, in so 
doing, to be sure that her efficiency is not 
sacrificed. The importance of prompt relief 
cannot be overemphasized. Second, to offer 
her a treatment which holds some hope of 
cure, for the mere relief of pain is not a 
treatment of dysmenorrhea. 

It may be axiomatically stated that the 
success of a physician is commensurate with 
his ability to relieve pain successfully, for 
pain is a symptom as real as life. As in most 
pathologic states, to cure the symptoms re- 
quires knowledge as to the character of the 
pathosis; therefore, to cure pain in an in- 
telligent manner, a knowledge of the mech- 
anism of pain is essential. 

Pain and Its Mechanism 

Pain is one of the primal forms of sensation, 
which, through the disagreeable affect which 
accompanies it, compels the organism, either 
reflexly or more deviously, to take measures 
to withdraw from or remove the noxious 
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etiologic agent. It is included in the group 
of protopathic sensations, of which it may be 
considered the archetype. As such, it lacks 
in great measure the delicate shades of dif- 
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ferentiation and discrimination which char- 
acterize the more recent accretion to the 
nervous system, epicritic sensation. Expressed 
at the anatomic level, the former implies a 
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more immediate connection between receptor 
and effector, between stimulus and response. 

Pain may be produced by irritation at any 
point in the neural path of conduction, from 
peripheral nerve terminals 
or end organs to the head 
ganglion of the algesic 
system, the optic thalamus. 
The rédle of the cortex in 
pain is more that of a de- 
cidedly interested observer 
than that of a direct par- 
ticipant, although fortu- 
nately there resides in it 
the capacity, at least in the 
higher forms of life, to cir- 
cuitously effect changes to 
protect the organism from 
injury. 

Pain may be conveniently 
divided into two classes: 
somatic and visceral; i. e., 
pain arising in connection 
with that aspect of life 
directed toward the ex- 
ternal environment, and 
pain arising in connection 
with the internal economy 
of the animal. From in- 
formation so far acquired, 
no anatomic separation can 
be made within the central 
nervous system between 
somatic and visceral 
afferent pathways. Peri- 
pherally, the separation is 
simply that of topical 
necessity, and is not of 
physiologic import. The 
peripheral visceral afferent 
fibers simply follow the 
availavle pre-formed path- 
ways; i.e., the blood ves- 
sels, the visceral afferent 
trunks, and eventually the 
common afferent pathways, 
the dorsal roots of the 
spinal cord. The weight of 
evidence points toward no 
interruption of the visceral 
afferents in the extraaxial 
ganglia of the sympathetic 
nervous system. 

The protoneuron, then, 
enters the spinal cord as 
a constituent of the dor- 
sal root and terminates by 
entering into synaptic re- 
lation with a neurone of 
the second order lying in 
the posterior gray horn. This neuron con- 
veys the impulse to the opposite side of the 
spinal cord, where it ascends in the lateral 
spinothalamic tract, to terminate in the ven- 
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trolateral portion of the thalamus. Between 
the thalamus and the cerebral cortex, there 
exists a reciprocal connection, of which the 
corticothalamic is probably inhibitory in func- 
tion. In addition, the thalamus is most in- 
timately connected with the afferent head 
ganglia of the vegetative nervous system, 
situated more basally in the hypothalamus. 
These connections serve to explain the in- 
timate relationship between the psyche, the 
autonomic nervous system, and the subject 
under discussion, pain. Mental states may 
lead to pain, either through a disturbance of 
corticothalamic inhibition or through pro- 
jection to a viscus (including the visceral 
structures of the parietes), along the visceral 
efferent pathway. The algesic counterpart 
of the disturbed visceral function is then re- 
flected to the central nervous system and 
registered as pain. 

For therapeutic purposes, one may some- 
what awkwardly divide pain into neural and 
extraneural varieties. In the case of neural 
pain, the irritation or noxa acts directly upon 
the pain pathway; or better, may be consid- 
ered an intrinsic disease of the pathway. 
Within this classification may be included 
traumatic neuroma, neuritis, radiculitis, 
spinal cord tumor, thalamic apoplexy, and 
psychogenic pain. 

When the nervous system participates 
essentially as a conductor of pain, and not 
as the primarily diseased tissue, we may 
speak of “extraneural” pain. Herein we must 
include by far the greatest number of painful 
conditions; injuries, infections, and tumors of 
the body surface, the body walls, and the 
viscera. From this epitome of disease pro- 
cesses associated with pain, it will be readily 
seen that treatment must vary with the 
cause: physiotherapeutic, surgical, pharma- 
ceutic and psychotherapeutic, either alone or 
in adequate combinations. 

From the pharmaceutic angle, drugs act 
upon pain by relieving spasm of involuntary 
muscle, by relieving congestion of a local part, 
by producing rest of inflamed areas, and by 
depressing the intensity of feeling expressed 
by the thalamic centers. Some analgesics not 
only relieve the pain as interpreted by the 
latter, but also depress or suppress cortical 
activity so that sleep results. 


Pelvic Pain 

The variety of causes of pelvic pain is 
legion, and it is not within the scope of this 
paper to discuss the various pathologic states 
from which such pain arises. Statistics on 
dysmenorrhea vary so widely that it is dif- 
ficult to arrive at a mean figure with any 
degree of accuracy; but to state that from 65 
to 75 percent of all menstruating women suf- 
fer from dysmenorrhea and its associated 
symptoms of headache, neuroses, and general 
physical let-down is not exaggeration. Ac- 
cepting the figures that there are some 
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35,000,000 menstruating girls and women in 
the United States, dysmenorrhea looms as a 
pressing problem, for these women suffer 
twelve times yearly, and the loss of a few 
hours at each menstrual period brings a 
colossal total. The failure of the medical 
profession to accept dysmenorrhea as a quasi- 
pathologic state unquestionably accounts for 
the apathy in treating this condition, for it is 
such and should be treated by the medical 
profession. These women should not be left 
to treat themselves by hearsay remedies or 
lay-recommended anodynes. 

There are many theories as to the activating 
cause of dysmenorrhea, but there is no doubt 
that the pain is due to spastic contractions of 
the uterine musculature, sending painful af- 
ferent stimuli along the spinothalamic tract 
to the cerebral cortex. Without attempting to 
elaborate on the various theories of dysmen- 
orrhea, the following are enumerated: 

1.—Infantile uterus, with long, rigid cervix. 

2.—Malposition of the uterus. 
3.—Pathologic conditions of the uterus and 
adnexa. 

4—Endocrine imbalances. 

5.—Sclerotic changes in the ovaries. 

6.—Allergic manifestation. 

7.—Spasms of uterine muscle in attempting 
to lift off the thickened mucosa. 

All of these theories except Number 7 re- 
quire the belief that some form of pathosis 
is necessary to cause dysmenorrhea. We, 
however, cannot believe that 65 to 75 percent 
of 35,000,000 women have true pathologic con- 
ditions of their pelvic organs or endocrine 
glands. The theory of spasm of the uterine 
muscle in an attempt to lift off the thickened 
mucosa, however, does not necessitate a belief 
in a true pathologic state per se. This theory 
advances the thought that, as the uterine 
mucosa reaches its maximum thickness just 
prior to menstruation, the violent efforts to 
lift off this mucosa to start the menstrual flow 
cause the dysmenorrhea; as the catamenial 
flow starts, the pain becomes relieved. Cor- 
roborative evidence is that, in a reported 
series of cases of curettage performed one 
day prior to the onset of the menstrual flow, 
dysmenorrhea did not follow at this next 
period; whereas, in those cases where the 
curettage was performed in the middle of 
the lunar month, dysmenorrhea recurred at 
the next period. 

As there is a wealth of theories as to the 
cause of dysmenorrhea, so also is there a host 
of medications for this condition, practically 
all analgesics. It must be noted, however, 
that these analgesics have no particular 
affinity or specificity for the uterus or pelvic 
organs and are just as widely used when pain 
arises from any other organ of the body. 
Their action, as shown above, is by blocking 
afferent pain impulses in the thalamus and 
depressing the cerebral cortex. To be of real 
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value a treatment must have a selective action 
at the site of the pathosis and, in this man- 
ner, hold out some hope of cure. 

In dysmenorrhea, the painful afferent 
stimuli are continuously sent out from the 
point of spastic contraction, the uterus. 
Analgesics will block these stimuli some- 
where along the cortico-spinothalamic tract 
or in the peripheral cortex itself and thereby 
relieve the pain but, in a similar manner, 
will prevent other important and necessary 
afferent stimuli from reaching the brain. In 
other words, to a mild degree they tend to 
produce the same effect as hibernation, which 
is but a dormant condition of the animal 
body where all afferent stimuli have been 
completely shut off. Obviously this state of 
partial hibernation will diminish the efficiency 
of the patient, and for this reason analgesics 
alone are not to be recommended for dysmen- 
orrhea. The importance of this fact can not 
be overemphasized, inasmuch as the strong 
tendency of sedatives to produce even partial 
somnolence will interfere with efficiency. In 
the ideal treatment for dysmenorrhea this 
condition must not obtain. 


Effective Treatment 
Any medication with selective action on 
the spastic uterus itself, which will prevent 
these afferent stimuli from arising, will thus 
be the ideal medication for use in dysmenor- 


rhea. A further requirement for a satis- 
factory drug is safety. Shuffleton, in his in- 
vestigation, has found that there is a strong 
tendency on the part of sedatives and anal- 
gesics to lower the individual’s resistance to 
acute infectious disease and, in a condition 
such as dysmenorrhea which is persistent 
over a period of years, this factor becomes 
extremely important. Shuffleton further 
found that humulus lupulus compound* 
definitely did not tend to decrease individual 
resistance to acute infection. It is common 
knowledge that the class of drugs known as 
botanicals, such as atropine, morphine, and 
strychnine, have a highly selective action 
on various organs of the human anatomy and 
have the further added advantage of not 
causing serious blood dyscrasias, such as 
agranulocytosis. It is also known that these 
drugs frequently have powerful synergistic 
actions. Humulus lupulus compound has been 
found to exert just such a selective sedative 
action on the uterine musculature and thus 
prevent the afferent pain impulses from aris- 
ing and entering the cerebro-spinothalamic 
tract. 

Many European and British clinicians have 
observed and reported favorably on the sed- 
ative action of Humulus lupulus in hysteria 
and other neuroses, particularly where any 
disorder of the genitourinary tract was found 


*This compound was obtained from The Lupex Co., 
Inc., Garden City, N.Y. 
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to be the underlying cause. Axinn, in Vienna, 
first called attention to this drug as a specific 
uterine antispasmodic, and it was used by him 
in his cases of dysmenorrhea. He pointed out 
that for many years, in Bavaria, women suf- 
fering from dysmenorrhea drank beer for re- 
lief, believing that it was the alcoholic con- 
tent of the beer that helped them. Axinn 
stated that it was actually the Humulus 
lupulus in the hops from which the beer was 
made that produced the cessation of pain. 

In a reported series of 200 cases! of primary 
dysmenorrhea among school girls, teachers, 
and dispensary patients treated with humulus 
lupulus compound, relief was obtained in 
over 80 percent o1 these cases. 

One of the important points to be brought 
out in the treatment of dysmenorrhea with 
humulus lupulus compound is the advantage 
of medicating the patient with this prepara- 
tion the day before the expected onset of 
dysmenorrhea. This will often prevent the 
spastic contractions of the uterus to such an 
extent that there will be no pain. The margin 
of safety of this compound is a wide one and 
the dose may be increased with no appre- 
hension. In another series of 20 cases of 
dysmenorrhea, satisfactory relief was obtained 
to a degree never attained before by the use 
of other preparations.” 

In the final analysis, in selecting a medica- 
tion for the treatment of any definite condi- 
tion, only that preparation which, on compar- 
ison, has proved preferable to other forms of 
treatment is the one method of treatment that 
should be accepted as an advancement. That 
humulus lupulus compound is preferable to 
the mere anodyne or analgesic form of treat- 
ing dysmenorrhea has been conclusively 
proved,? where McKenna compared the re- 
sults obtained in 25 cases, treated over a 
period of many months, half the time using 
humulus lupulus compound and the balance 
of the time a combination of amidopyrine and 
phenobarbital. 

Summary 

1—The mechanism of pain may be sum- 
marized thus: Afferent impulses arising at a 
pathologic site are conducted along the 
cerebro-spinothalamic tract to the brain. 
Therapeutically this is important, as these 
impulses may be blocked either at the origin 
or along the pathway. Sound treatment in- 
dicates that drugs with selective action at the 
site of the origin of the pain impulses should 
be used, rather than analgesics which depress 
these impulses somewhere along the tract or 
in the brain cortex. 

2—Dysmenorrhea is a quasi-pathologic 
state and should be treated by the physician, 
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rather than by the use of lay-recommended 
anodynes. 

3.—Humulus lupulus compound, taken, if 
possible, prior to the onset of the pains of 
dysmenorrhea, is a safe and valuable aid in 


ARTICLES 


Clin. Med. & Surg 


the treatment of that disorder, offering hopes 
of cure in some cases. 

4—The promptness of relief obtained in 
dysmenorrhea from humulus lupulus com- 
pound is an important factor. 
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Surgery in Respiratory Diseases* 


Part Il. 


Pulmonary Tuberculosis (1) 


By Lane Bruce Kline, M.D., F.A.C.S., Newington, Conn. 


at has long been my opinion that if ever 

this disease (tuberculosis) be cured, and 
it is an event of which I am by no means dis- 
posed to despair, it must be accomplished by 
mechanical means, or in other words by a 
surgical operation.” 

This quotation might have been picked 
from current medical literature on thoracic 
surgery but, as a matter of fact, it was writ- 
ten over a century ago—in 1821, to be exact— 
by James Carson, of England. That time con- 
sumed a hundred years before his prophesy 
could be fulfilled is not due, altogether, to 
medical indifference or conservatism, but ra- 
ther to the fact that certain conditions had 
to be met before such surgery could be pos- 
sible. Bacteriology, asepsis, anesthesia, knowl- 
edge of chest dynamics, operative technic, 
and the perfection of instruments and appar- 
atus, have slowly emerged to safeguard the 
boldness of surgery and reward the hopes of 
the condemned. 

Everyone is familiar with the dramatic 
story of tuberculosis. Jessamine S. Whitney, 
statistician of the National Tuberculosis As- 
sociation, is authority for the statement that, 
from 1900 to 1935, the death rate from tu- 
berculosis dropped from 200 per 100,000 to 
53 per 100,000—a truly remarkable showing 
when we recall that, at the turn of the cen- 
tury, even among physicians, a fatalistic at- 
titude was taken toward the tuberculous and 
victims of the white plague were pariahs of 
society. However, in the United States at the 
present time, there is an annual death rate 
of 70,000 from this disease. Nearly 40 percent 
of the infant death rate under one year of 
age is due to tuberculous meningitis—a sig- 
nificant fact that points to unclosed foci of 
infection among adults who, despite all that 
has been accomplished, continue to walk 
freely among us maintaining an endemic 
source of contagion. 

In the evolution of treatment, the past 
quarter of a century has witnessed the rise 
of surgery in a new and, I think, more ef- 
fective approach, not only for the cure of 
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tuberculosis, but for the eradication of foci 
of infection in the efficient way in which it 
closes cavities. There was a time when sur- 
gery in tuberculosis was taboo. Even a sim- 
ple surgical incision was said to be capable 
of reactivating tuberculous activity in the 
lung. 

At the present time there are two schools 
of extremists that range from those who in- 
sist upon prolonged rest in bed to those who 
clamor for immediate radical collapse. That 
truth is found in both camps is evident to 
those experienced in the treatment of tuber- 
culosis and the task is to correlate the two, 
as to time and type, and apply the various 
technics of treatment to the needs of a given 
case. It must be understood, however, that 
the basic treatment of tuberculosis is med- 
ical and that any one who attempts the sur- 
gical approach must have a profound working 
knowledge of the processes, reactions, and 
vagaries of that infection. There is more to 
surgery than its mechanical technic. Any one 
can remove a rib. 

In their early stages, tuberculous lesions, 
and even cavities, will heal under simple rest 
in bed, with appropriate supervision and en- 
vironment. Many practitioners have high 
percentages of cures in just this way. When 
this regimen fails to afford the expected re- 
sults, the methods employed need critical 
examination. This includes a re-study of the 
patients and a search for complications. The 
factors of discipline, morale, and environment 
demand attention. 

If often happens that the best laid plans of 
rest treatment meet defeat because of mixed 
infection. In the main the pathology of tu- 
bercle tends toward healing by the processes 
of fibrosis, encapsulation, and calcification. 
Against this the pyogenic organisms are more 
energetic in their inflammatory reactions, 
liquefaction, and destruction of tissue. The 
mixed infections are air-borne, picked up out 
of the patient’s environment, from his con- 
tacts, and from his own upper respiratory 
tract. The traditional beneficial results from 
mountain air or pine-clad areas are due to 
the fact that here the air is filtered clean. We 
have seen the work of months demolished 
by a few days’ visit to centers of population 
and dust-ladden air. 
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If, after a fair trial and resurvey of all fac- 
tors, the lesions remain stationary or are 
progressive, then one or more of the collapse 


Fig. 1: Roentgenogram (taken from behind forward) 
showing the chest of a patient whose right lung was 
collapsed in 1930, followed by closure of a cavity and 
healing. The lung was successfully re-expanded. In 
1936 a lesion broke down in the left lung, with cav- 
ity, as shown, 


measures are to be used. The insistence upon 
more rest, and then more rest, in the face 
of a progressive lesion, is a stand-pat re- 
action of laissez-faire, of which no clinician 
should be guilty. Chronicity and worse stalk 
the patient who is not offered the relief of 
collapse therapy. 

Just when this therapy is to be invoked is 
not to be disposed of by simple dogmatic rule. 
By the experienced, some form of collapse 
may be used immediately upon learning the 
stage and extent of the disease. As to choice 
of methods, in the main, it runs from the 
conservative toward the radical, depending 
upon the stage of the disease, the presence 
of adhesions, the extent of fibro-caseation 
and cavitation, the integrity of the contra- 
lateral lung, and the general physical condi- 
tion of the patient. 

The various surgical measures are the fol- 
lowing: 

Pneumothorax. 
Phrenicotomy. 
Thorocoplasty. 
Pneumolysis (apicolysis) 
Intra-pleural pneumolysis. 
Oleothorax. 
Scaleniotomy. 
Drainage. 

Pneumothorax 

“No more hopeful ray of sunshine has ever 
come to illumine the dark kingdoms of dis- 
ease than that introduced into the path of 
the consumptive through the discovery of 
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artificial pneumothorax.” What Clive Riviere 
said twenty years ago remains true today. 
Pneumothorax, curiously enough, was first 
introduced by nature herself, in the form of 
spontaneous pneumothorax, first recognized 
and reported in 1832 by Thomas Houghton. 
It was left for Forlanini, of Italy, really to 
begin induced pneumothorax on a _ sound, 
studied basis. J. B. Murphy, of Chicago, as 
is well known, was first to introduce the idea 
into American practise. He introduced air 
into the pleura by simple trocar and canula. 

Pneumothorax is conservative therapy, or- 
dinarily produces neither shock nor severe 
reaction, and has practically no immediate 
death rate. It is not disfiguring and, after 
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Fig. 2: The same patient as in Fig. 1, with a success- 
ful collapse of the left lung. Note apparent disappear- 
ance of cavity. There are no clinical signs of activity 
at this time. This case supports the contentien that con- 
servative methods of treatment have priority over the 
radical. 


serving its purpose, my be discontinued and 
the collapsed lung restored to full function. 
I have a patient under treatment at the pres- 
ent time who underwent pneumothorax col- 
lapse of the right lung for cavity in 1930, 
which became healed and the lung was re- 
expanded. Later the left lung became in- 
volved, with a progressive lesion with cavity. 
This at the present time is undergoing suc- 
cessful collapse with every prospect of cure. 
(See Figs. 1 & 2). 

Pneumothorax offers the greatest promise 
in those early cases that are not responding 
promptly to rest, where the sputum remains 
positive and there is extension of the lesion, 
with the appearance of one or more rarefied 
areas of cavitation, no pleural adhesions, and 
little or no activity in the contralateral lung. 
Some would begin pneumothorax even before 
this stage is reached. Certainly it presents 
the maximum point of pathosis from which 
the most satisfactory results may be expected, 
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and from this point on the prognosis becomes 
progressively less good. However, given a 
fair pleural space, no stage, insofar as ex- 
tent in one lung is concerned, should dis- 
courage the use of pneumothorax. 

Bilateral apical lesions respond to simul- 
taneous collapse of both sides, the collapse 
being, of course, partial and well within the 
bounds of the vital capacity. I have main- 
tained such collapse to a successful conclu- 
sion. Unfortunately, due to delay in initiat- 
ing pneumothorax, adhesions which interfere 
with successful collapse have formed in from 
20 to 30 percent of the cases. Certain of these 
adhesions will stretch and others may be se- 
vered by the cautery, operating through the 
thoracoscope, and the collapse may be further 
aided by crushing the phrenic nerve. How- 
ever, a partial collapse is not without its 
benefits in placing lung tissue at rest and 
closing cavities. 

Pneumothorax is of particular advantage in 
controlling hemoptysis, and here quite a large 
amount of air is introduced. As a preliminary 
to thoracoplasty, pneumothorax collapse 
serves the purpose of gradually emptying the 
lung of exudate and permits slow adjustment 
of intrathoracic pressure. 


Complications 

The complications of pneumothorax are 
many. Probably all cases at some time have 
variable amounts of fluid. I have always be- 
lieved that a small amount of fluid is bene- 
ficial; certainly I have never observed any ill 
effects from its presence. Large amounts are 
harmful, as they create inequalities of pres- 
sure, thicken the pleura, obscure the lung, 
promote adhesions, and invite reexpansion of 
the lung. Often these large fluid collections 
accompany tuberculosis of the pleura, or 
they presage ulceration of a tuberculous pro- 
cess into the pleural space, with concomitant 
development of tuberculous empyema. The 
latter may be treated by simple aspiration, di- 
luting the exudate with saline solution to 
promote flow, and replacement by air. The 
injection of 5 percent Gomenol or Azochlor- 
omid solution has been used with good 
results. When the condition persists, thoraco- 
plasty is indicated. 

A complication dreaded by operators is 
spontaneous pneumothorax. The pneumo- 
thorax needle may rupture the lung; a tu- 
berculous focus may ulcerate through the 
visceral pleura; an emphysematous bleb may 
rupture; too great tension on the part of a 
slender adhesion may cause a break of con- 
tinuity; and too rapid collapse of a diseased 
lung may usher in spontaneous collapse. 

The patient is seized with a sharp pain in 
the chest. He becomes rapidly dyspneic; the 
pulse is greatly elevated and the skin cya- 
notic; the face is anxious and ashen; and the 
skin is bathed in cold perspiration. The af- 
fected side of the chest becomes drum-like; 


ARTICLES Clin. Med. & Surg. 


the intercostal spaces flatten out or may 
bulge; the mediastinum is pushed to the op- 
posite side and the diaphragm is depressed. 
The heart is laboring with a sudden new load 
that it can ill afford to carry; and the vital 
capacity is greatly reduced. 

This condition is inconsistent with life and 
calls for immediate relief. The treatment is 
promptly to insert a needle into the pleural 
space, when the air will escape with a hissing 
sound. Symptomatic relief is prompt, breath- 
ing becomes easier, the pulse slower, and 
normal color comes back to the face. Tuber- 
culous empyema often follows this episode. 

Following the emergency release of pres- 
sure, only such air is removed as will prevent 
compression. Pumping the air out is apt to 
increase the size of the vent in the lung, or 
at least tend to keep it open, and thus main- 
tain a condition we desire to overcome. 

With greater care in technic, gas embolism 
and pleural shock are becoming quite rare. 
The patient may simply faint, or he is seized 
with a convulsion and rapidly passes into 
coma. The needle should be withdrawn at 
once and the head promptly lowered. Cardiac 
stimulants may be used. A serious complica- 
tion is extension of the disease to the con- 
tralateral lung. 

Technic 

Air may be introduced in any intercostal 
space not lower than the eighth rib (in order 
to avoid the diaphragm) and outside the 
cardiac area. The best site is well away from 
the tuberculous focus, if possible in the fifth, 
sixth, or seventh interspace, in the axillary 
region. Regardless of the point of entry the 
air finds its way to the diseased area which 
it envelops selectively, due to the fact that 
the healthy elastic lung tissue forces the air 
to the involved lung which has lost its 
elasticity. 

The site selected, the skin is painted with 
tincture of iodine which is wiped off with 
alcohol, and the patient is suitably draped 
with sterile sheets. Surgical asepsis is ob- 
served throughout, as for any other operation. 

I use the Robinson pneumothorax apparatus 
because of its reliability and simplicity. In 
assembling the apparatus the bottles and 
connections are sterilized, 1000 cc. of 0.5 per- 
cent phenol solution is placed in the right- 
hand bottle with enough in the other bottle 
to submerge the end of the tube, and all 
parts are tested for leaks. The manometer 
is filled with colored water to the zero level, 
using a medicine dropper and allowing the 
water to flow down slowly to avoid air 
bubbles. 

While the induction of pneumothorax is a 
very simple procedure, a great deal of care is 
essential just the same. I use, for primary 
induction, an 18-gage needle that has a blunt, 
closed point, with an eye on the side near the 
tip. The skin is anesthetized first by a wheal, 
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then the needle is directed inward, spreading 
anesthetic solution as it goes, to the pleura 
but not through it. A fine-pointed bistoury 
may make, for the primary induction only, 
a slight stab skin wound for free entrance of 
the pneumothorax needle. This needle is con- 
nected to the rubber tube leading to the 
pneumothorax apparatus, with the valves set 
for manometer reading. The patient is in- 
structed to breathe naturally and not to 
cough. It is well to provide the nervous type 
of patient or the one addicted to coughing 
with a “snapper bug” to signal a cough, so 
that the manometer may be protected. 

The needle is passed straight down to the 
,pleura; sometimes the penetration of the 
pleura is accompanied by a perceptible snap. 
When the needle enters the pleural space, if 
free, the manometer will register negative 
pressure, the water ascending in the right 
arm, where it will oscillate up and down with 
respiration. No air is permitted to enter until 
this free oscillation is obtained. If no oscilla- 
tions are obtainable, the needle is withdrawn 
and another place is sought. Never plunge 


the needle in deeply or direct it from side 
to side, as this injures the lung. An equal 
plus and minus manometer reading means 
that the needle has penetrated a bronchus; 
sometimes there are slight manometric move- 
ments when the needle is extrapleural. A 
positive pressure reading may mean hem- 


orrhage. 

When free space is obtained the manometer 
valve is closed and the two valves in the 
air-water line are opened, when the water 
from the right bottle will flow into the left 
bottle, displacing the air which is sent to the 
pleural space. As the water descends the 
amount is easily read trom the marked lines. 
It is well to take a manometer reading when 
the first 50 cc. of air have been delivered. If 
the reading with this amount is positive, it 
means that a pocket has been entered—that 
is, a limited pleural space surrounded by ad- 
hesions. In this event another site will have 
to be chosen. 

The first induction takes from 200 to 300 
ce. of air. Refills of equal amounts may fol- 
low every second or third day, with the in- 
terval gradually lengthened. Always keep 
the manometer readings on the negative side. 
The only exception to this is where rapid 
collapse is desired, to control hemorrhage. 
Slow collapse is desirable, as there is less 
toxic reaction from expressed secretions, the 
thoracic pressure alterations are less dis- 
turbed, the mediastinum is more stable, and 
there is less danger of tearing adhesions or 
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inducing spontaneous pneumothorax. Stereo- 
scopic roentgenograms are taken as a matter 
of record and to note progress; more frequent 
observations may be made by the fluoro- 
scope. When a thin buffer of air divides the 
pleurae at the site of induction, a 20-gage, 
open-point refill needle may be used. I have 
found that, when carefully executed, anes- 
thesia is not necessary for refills. When collapse 
is established refills may be made at monthly 
intervals; however, this is subject to varia- 
tions, according to the rapidity of air absorp- 
tion. It is quite difficult to maintain collapse 
of a healthy lung, as absorption of air is rapid 
and elasticity is active. Physical activity pro- 
motes absorption. 

The time for reexpansion of the lung is 
subject to wide variations. It may never 
be expanded. Thoracoplasty may take its 
place, or obliterative adhesions may fill the 
space, or pleural exudate and empyema may 
ensue. Ordinarily, with negative serial 
sputum tests and the patient otherwise symp- 
tom-free, after one year re-expansion may 
be cautiously started by lengthening the 
period of refills and increasing the negative 
pressure slightly by the introduction of less 
air. 

Because of partial or unsatisfactory col- 
lapse the pneumothorax may be abandoned 
in favor of other methods, or it may be sup- 
plemented by intrapleural pneumolysis or a 
phrenic nerve operation. The same caution 
obtains here as in the rest treatment, when 
pneumothorax fails to promote progress, when 
cavities remain open, when adhesions in- 
crease, when productive cough persists and 
the sputum remains _tubercle-bacilli-laden, 
then it must be abandoned without undue 
delay in favor of other methods. 

Sometimes clinical progress lags through no 
fault of the pneumothorax. The extension of 
the disease to distant parts is often trouble- 
some as, for example, tuberculous enteritis, 
laryngitis, nephritis, bronchitis, or caries of 
bone. Certain non-tuberculous lesions, such 
as diabetes, may be the complication. 

Mention should be made of masked tuber- 
culous activity, so often seen to accompany 
pneumothorax, where the patient feels and 
appears much improved, gains in weight, and 
becomes quite active, when actually there is 
little if any retrogression of the disease. This 
condition must also be recognized and pneu- 
mothorax made to yield to more effective 
measures. 

Veterans’ Administration Facility. 


(To be Continued) 


SCIENCE 
Science must start with what is already accepted universally, or prove 


it false. 


It must start with life and apply to life in a way that works. 


Otherwise it fails to be a contribution and fails to meet the criterion of 
science —Dr. BENJAMIN R, Simpson, in Scientific Monthly, May, 1937. 





Notes from the Mississippi Valley 
Medical Society 


Reported by George B. Lake, M.D., Waukegan, Ill. 


T= Mississippi Valley Medical Society is 

not merely another and unnecessary polit- 
ical organization, nor a place where a group 
of oldtimers get together to reminisce over 
the inconsequential details of their experi- 
ences twenty-five or thirty years ago (which 
is quite all right at the proper time and place 
and in reasonable moderation), but a real, 
condensed postgraduate course for busy and 
earnest physicians who are keenly aware 
that they do not know enough, and are eager 
to learn more. It is, in fact, a little sister to 
the Interstate Postgraduate Medical Associ- 
ation, which originated in a group much like 
this. 

The smallness of the attendance (between 
300 and 400) gave all who were there a chance 
to come into direct contact and establish per- 
sonal relations with the speakers and those 
in charge of the scientific exhibits, which is a 
definite advantage. 


The Scientific Exhibit 


The number of scientific exhibits was 
small, but the opportunity to study them 
closely and to talk personally with the ex- 
hibitors made them highly valuable. 

The first award and medal were given to 
Dr. Karl John Karnaky, of the department 
of gynecology and obstetrics, Texas Univer- 
sity, Houston, Texas, for his excellent ex- 
hibit of the causes and treatment of leukor- 
rhea, consisting of an unusual moving picture 
running nearly an hour, drawings, models, 
photomicrographs, charts, and graphs, which 
presented the entire subject in an interesting 
and practical manner. 

The second award and medal went to Dr. 
Horace Soper, of St. Louis, for an instructive 
presentation of clinical gastro-enterology, 
consisting of illuminated roentgenograms with 
clear and helpful descriptive legends, and a 
display of the simple instruments and medica- 
ments which the doctor employs in his com- 
monsense treatments. 

As an example of the legends, I have copied 
one, which is here reproduced: 


AMBULANT TREATMENT OF PEPTIC 
ULCER 


By Horace W. Soper, M.D., F.A.C.P., 
St. Louis, Mo. 


In the ambulant method employed in the 
treatment of uncomplicated cases of gastric 
and duodenal ulcers, the following instruc- 
tions are given to the patient: 

“Eat regularly every two hours, selecting 
any one of the items listed below: 


1—One glass of equal parts of water and 
canned, undiluted evaporated milk, with a 
raw egg beaten up in it. This may be flavored 
with vanilla or chocolate syrup. 

2.—Cream of wheat or farina, with undiluted 
evaporated milk and the least sprinkle of 
sugar. 

3.—Baked or boiled custard. 

4—Knox’s gelatin, flavored and served with 
the undiluted evaporated milk. 

“If you awake in the night, you must have 
a glass of half water and half evaporated 
milk handy at the bedside and take it. Drink 
one glass of cool water upon arising and dur- 
ing the day, if thirsty.” 

I feed the evaporated milk because it has a 
finer curd, contains all the desirable elements 
found in fresh milk, and is sterile. 

Some of the vitamins may be destroyed in 
the process of boiling eggs, therefore I employ 
the raw egg in emulsion form. Feces analysis 
shows good utilization of the raw egg albu- 
min. Tissue cells need the stimulation of food 
of this character for the quick healing of 
ulcer. No artificial vitamins are given. The 
emulsion contains all the vitamins and min- 
erals in perfect balance. 

The second week the emulsion is increased 
to two raw eggs in eight ounces of undiluted 
evaporated milk. Many patients consume 12 
or more raw eggs daily. A rolling-mill work- 
er consumed 20 raw eggs and 4 quarts of un- 
diluted milk daily. His duodenal ulcer healed 
in six weeks, while he was carrying on his 
work. 

After about 4 weeks, chopped meats, pureed 
vegetables and fruit juices are added, grad- 
ually building up to a general, rational 
post-ulcer regimen, excluding raw lettuce, 
cucumbers, radishes, celery, and other raw 
vegetables that might carry infectious ele- 
ments, as well as traumatize the ulcer scar. 

Raw and pastuerized milk and cream are 
prohibited. Infection and trauma are essential 
elements in the etiology of peptic ulcer. 

No alkalies are given excepting a mixture 
of heavy and light calcined magnesia, given 
in the morning on arising, in sufficient doses 
to produce bowel action. 

In ulcer complicated by anemia and mal- 
nutrition, rest in bed is necessary. Hemor- 
rhage is treated by gastric siphonage. 

Among other worth-while exhibits, Dr. 
Sidney O, Levinson, of Chicago, and his as- 
sociates, demonstrated the preparation, ad- 
ministration, and evaluation of human 
convalescent serum in scarlet fever, measles, 
and poliomyelitis, using photographs and 
models of the apparatus and methods of 
pooling and processing such serums, as ap- 
plied at the Samuel Deutsch Serum Center, 
Michael Reese Hospital, Chicago. 

Dr. Edmund Jacobson, director of the Lab- 
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oratory of Clinical Physiology, Chicago, ex- 
plained the importance of general tenseness, 
as a factor in various disease states, and il- 
lustrated his points with x-ray films, elec- 
trical records, charts, and photographs. 
Special moving pictures were shown, dem- 
onstrating the after care and convalescent 
treatment of poliomyelitis and the correction 
and treatment of scoliosis, by Dr. Paul H. 
Harmon, of Springfield, Ill.; and breast can- 
cer management by combined x-ray and 
radium treatment, followed by surgical re- 
moval, by Dr. Gentz Perry, of Evanston, Il. 


Commercial Exhibit 

The Commercial exhibit, also, was small, 
as the space available was decidedly limited, 
but, besides the standard and well-known 
products displayed, which are always of 
importance, there were several things on 
exhibition which were sufficiently new to 
warrant mention. Incidentally, the Holland- 
Rantos people had purchased space but had 
no exhibit, and it was reported that a prom- 
inent Roman Catholic educator, who was on 
the program, refused to appear if contracep- 
tive devices were shown, so this exhibit was 
cancelled. 

The De Puy Manufacturing Co. was show- 
ing one of the most effective and practical 
devices for treating fracture of the clavicle 
which I have ever seen. Essentially, it is an 
adjustable crutch, with counter-pressure sup- 
ported by a large pad resting on the hip bone, 
and with all its operating parts held in place 
by wide, well-padded straps. It looks much 
more reliable and comfortable than the stand- 
ard “crucifixion” arrangement or the Velpeau 
bandage, and it is reported that a patient 
wearing this crutch can perform any ordin- 
ary type of work after the second or third 
day, without pain or danger of displacement 
of the fragments. There are three sizes and, 
since they are adjustable, each can be used 
repeatedly, so that the physician who has one 
ought to get his money back several times. 

These people also showed a splint (the 
Saling) to be applied on the dorsal (extensor) 
surface of the forearm and hand in the treat- 
ment of Colles’ fracture, which appears to 
possess distinct advantages over the conven- 
tional flexor splint. 

The Bard-Parker people displayed a pyrex 
glass instrument sterilizing tray with an air- 
tight cover, designed to be used with their 
formalin germicidal solution, which is mech- 
anically clever, compact, and reasonable in 
price, so that it should be highly useful to 
those who do a good deal of minor surgery. 

The use of a 1-percent solution of epineph- 
rin, by inhalation in vapor form, for the relief 
of asthmatic paroxysms, is not very new, but 
the Harrower vaporizer (“Endophrinizer”) 
for this purpose is new, and is the most com- 
pact and fool-proof apparatus of the kind that 
I have seen, All of the working parts (which 
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are, of course, made of glass or rubber), ex- 
cept the actual inhaling nozzle, are contained 
within the rubber bulb which does the vapor- 
izing, so that the neat, leather-cased gadget 
can be carried in a man’s pocket or a 
woman’s purse, ready for instant use if occa- 
sion arises. 

These people were also showing their de- 
insulinized total pancreas extract (Panocrin- 
A), for oral use in the relief of certain 
allergic symptoms and pancreatic indigestion, 
by increasing the serum-enzyme index of the 
blood (Oelgoetz). There will be more about 
this in these pages later. 

Abstracts of several of the papers and lec- 
tures of the most general interest follow. 


PULMONARY EMPHYSEMA 
By H. L. Alexander, A.B., M.D., F.A.CP., 
St. Louis, Mo. 
Assoc. Prof. of Med., Washington Univ. 
Sch. of Med. 

There are two distinctly different clinical 
conditions which are diagnosed as pulmonary 
emphysema. The first is the socalled senile 
or postural emphysema, which is not truly 
emphysema at all, but merely an anatomic 
deformity resulting in “barrel chest,” and is 
of little clinical importance; and the second, 
obstructive emphysema, which is a serious 
and crippling disease, with gross changes in 
the lung structure. 

The first type is primarily a disease of the 
intervertebral discs, occurring in middle life 
or thereafter. The thinning and flattening of 
the discs obliterates the posterior dorsal 
curve, so that the spine becomes stiff and 
straight. This causes the ribs to tip upward, 
and the chest “barrels.” Later the vertebrae 
themselves may be partially destroyed, re- 
sulting in kyphosis and further upward tip- 
ping of the ribs, with more “barreling” of the 
chest. 

In these patients a test of the vital capacity 
will show it to be from 80 to 90 percent of 
normal. The oxygen saturation of the blood 
will also be found to approximate a normal 
figure, and the patient will complain of few 
or no symptoms, Of course, these people 
show little movement of the rib cage when 
they breathe, but their diaphragmatic excur- 
sion is astonishing and compensates for the 
immobility of the ribs. 

Obstructive or true emphysema follows 
symptoms of obstruction in the bronchial tree, 
due to asthma or chronic bronchitis. The 
respiratory passages are so constricted, peri- 
odically or permanently, that the air cannot 
be expelled fast enough. The lungs become 
larger and the pulmonary alveoli are broken 
down into large cavities, thus diminishing the 
vital capacity which, in these cases, is found 
to be only 50 percent or less. The diaphragm 
is pushed downward and the ribs are pushed 
out into the characteristic barrel shape by 
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the huge lungs, and the diaphragm cannot 
resume its normal arch. All cases of asthma 
and bronchitis result in emphysema if they 
last long enough. 

If the diaphragmatic excursion is greatly 
diminished the patient has serious emphy- 
sema. The wheezing and coughing which 
result cause thickening of the bronchial 
muscles, with consequent further diminution 
of the effective caliber of the bronchi, and a 
vicious circle is established. 

In an emergency, an injection of epinephrin 
gives relief by relaxing the bronchospasm; 
and the same result can be produced by 
giving ephedrine by mouth, regularly and 
over long periods. These remedies, however, 
elicit little or no response if the disease has 
progressed too far. 

The most satisfying relief is given to these 
patients by a properly applied abdominal belt 
with a mechanically controlled pad which 
holds the abdomen in and the diaphragm up 
in approximately the normal position, so that 
it can again act as an effective muscle of 
respiration. The manufacturers of ortho- 
pedic garments make such belts, and the 
emphysematous patient who wears one finds 
his breathing much easier. For best results, 
however, we must recognize the condition 
early and relieve the cause. 


ABORTION 
By William H. Vogt, M.D., F.A.CS., 
St. Louis, Mo. 
Prof. of Gynec. and Obst., St. Louis Univ, 
Sch. of Med. 


Between 20 and 25 percent of all preg- 
nancies in the United States end in abortions, 
about half of which are induced, and from 
8,000 to 10,000 women die from this cause in 
this country every year, while many others 
are temporarily or permanently disabled. 

The causes of spontaneous abortion may be 
permanent or temporary, and may be listed 
as follows: 

Death of the fetus, due to 

1.—Endometritis. 

2.—Infectious diseases. 

3.—Defective germ plasm. (This is more 
common in under- and_ over-nourished 
mothers and in those with endocrinopathies 
—deficiency of thyroid secretion; progestin, 
etc.) 

4.—Placenta previa. 


5.—Toxic substances in the blood. (Syph- 
ilis causes late abortions or premature labor.) 

6.—X-Rays used in treating fibroids. 
(When this is done, the uterus should be 
curetted before using large doses.) 

7.—Trauma (rather rarely). 

8.—Dietary deficiencies—calcium, vitamin 
E, etc. (rare in the United States.) 


LEADING ARTICLES 
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A threatened abortion is diagnosed when 
there is a slight or moderate uterine bleeding 
during pregnancy, with or without pain. 

An imminent abortion is present when 
there is free bleeding, with labor-like pain 
and some degree of cervical dilatation. If 
properly handled these cases can often be 
carried through to term, if the fetus is alive. 

Early complete abortions are simple to han- 
dle; but incomplete abortions (where the 
membranes are retained) are much more 
difficult and dangerous, especially if the 
pregnancy has progressed for three months 
or more. Late abortions are handled the 
same as a normal labor. 

Abortion must be diagnosed from men- 
strual irregularity, fibroids, cancer, and 
ectopic pregnancy. 

Treatment of Abortion 

In threatened abortion, study the case care- 
fully and try to correct the cause. Serious 
retro-displacements of the uterus should be 
overcome by gentle methods, and the organ 
held in place by a pessary until it rises above 
the brim of the pelvis. Look fully into the 
questions of dietary deficiency, endocrino- 
pathy, etc., and deal with any such conditions 
found. 

In complete abortion it is rare that any 
strictly professional treatment is needed. 

In imminent or threatened abortion the 
patients must be kept strictly and constantly 
at rest in bed, giving morphine, Dilaudid, or 
opium suppositories to relieve the pain, and 
adequate doses of progestin, if practicable 
(this preparation is decidedly expensive, in 
the quantities required). 

If bleeding continues for ten days, or if at 
any time the fetus is known to be dead, 
empty the uterus at once. 

In inevitable abortion, empty the uterus 
completely and at once, and stimulate con- 
tractions by a warm enema, or an ice bag on 
the abdomen, or by quinine—not by ergot or 
pituitary extract. If these do not produce the 
required effect give a general anesthetic, in- 
sert a finger into the cervical canal, and keep 
it there until the uterus is clear. Do not 
use laminaria tents. 

If the products of conception are still not 
expelled, pack the cervix and vagina, if there 
is no great hurry; or dilate the cervix with 
great care (under a general anesthetic, of 
course) and use an ovum forceps or sponge 
forceps; as a last resort, employ a blunt abor- 
tion curette. When the uterus is empty, in- 
sert a strip of iodoform gauze for drainage, 
but do not pack. Treat secondary anemia, 
if present, with blood transfusion. Incomplete 
abortions are handled the same as the inevit- 
able ones. 

If the patient’s temperature is above 100°F. 
for 24 hours, and there is tenderness in the 
parametrium, with a_ suspicious Schilling 
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blood count, sepsis is probably present and 
the physician must be very careful and never 
use a sharp curette. Give quinine and ergot; 
apply an ice bag to the abdomen; open the 
bowels freely; and proceed according to the 
symptoms, 


THE PHYSIOLOGY OF THE NOSE 


By H. I. Lillie, A.B., M.D., F.A.CS., 
Rochester, Minn, 

Prof. of Otology, Univ. of Minn. Grad. 
School of Med. 

The function of the nose as an organ is 
frequently overlooked, not only by the laity, 
but even by medical men. The physiology of 
the nose should be the common knowledge 
of every physician, so that all of them can 
better interpret some of the symptoms of 
which their patients complain, because the 
nose is the only part of the body which can- 
not be protected against the vicissitudes of 
the environment, so that its powers of adap- 
tation must be great. Formerly nasal sur- 
geons operated on a purely anatomic basis, 
but now we know more of physiology. 

The turbinates are important in warming 
and moistening the inspired air. This func- 
tion is promptly appreciated by those who 
must breathe through the mouth for a time. 
Moreover, though they are continuous, the 
mucous membrane lining the sinuses is quite 
different from that of the nose. We must 
breathe through the nose, not with it. When 
we attempt the latter, the alae nasi collapse. 

It is more important for the physician who 
treats diseases of the nose to have a thorough 
knowledge of the personal reactions of “the 
individual patient than it is to possess a high 
degree of surgical skill. 

Climate (the totality of the weather) makes 
a great difference in nasal disorders. Heat, 
humidity, and stillness of the air make a 
“bad” climate, requiring great efforts on the 
part of the nose to adapt itself to the condi- 
tions. The opposite conditions constitute a 
“good” climate. 

The two sides of the nose go through cyclic 
changes alternately, so that one side of the 
nose is frequently stopped up physiologically. 
This should be remembered in administering 
or prescribing treatment. Moreover, the 
nasal mucous membranes normally secrete 
from a pint to a quart of mucus and watery 
discharges every 24 hours. Part of this 
collects in the throat at night. In dry, warm 
weather the air absorbs most of this moisture, 
but in cold weather there is more secretion 
and less absorption. 

We must remember that most of the infec- 
tions of the middle ear gain entrance through 
the nose and the eustachian tubes, either by 
direct continuity of the membranes or by 
missapplied force in the wrong method of 
nose blowing. 
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These few suggestions should impress all 
physicians with the importance of a thorough 
study of the physiology of the nose, so that 
they can readily detect pathologic changes 
and correct disturbed conditions as simply as 
possible. 


INFECTIONS IN THE FLOOR OF 
THE MOUTH 
By Lindon Seed, M.S., M.D., F.A.CS., 
Chicago, IIl. 

There are three types of infections in the 
floor of the mouth; Submental; middle (sub- 
maxillary); and at the angle of the jaw. 

In submental infections, make a transverse 
incision in the skin, always under a local 
anesthetic, and retract the skin upward, over 
the chin, and downward, over the larynx. 
Then make a vertical incision in the fascia, 
insert a closed pair of scissors into the 
muscles, guided by a finger in the mouth, 
open the scissors and withdraw them. 

Submazxillary infections result from an in- 
fected tooth or submaxillary gland or from a 
stone in the submaxillary duct. They do not 
point on the surface. 

Make a wide transverse incision along the 
edge of the mandible and retract the skin 
upward and downward, watching to keep 
clear of the mandibular branch of the facial 
nerve, just under the platysma myoides 
muscle. Then make a transverse incision 
along the line of the hyoid bone, to expose 
the submaxillary gland, which peels out 
easily except at its posterior end, where we 
must look out for the facial artery, which is 
a great bleeder if cut. The infection will be 
found under the gland. 

For infections under the angle of the jaw 
we use the same incision employed in sub- 
maxillary infections, but the operation is 
“blind” (by touch only). It is no use trying 
to reach these infections through the mouth, 
because they are so deep-seated and trismus 
is often present. 

If the pus from these infections stinks it is 
of pyogenic origin and relatively harmless; 
if not, it must be carefully cultured to dis- 
cover the presence of tuberculosis or actino- 
mycosis. 


VAGINAL LEUKORRHEA 
By Karl John Karnaky, A.B., M.D., 
Houston, Tex. 

Leukorrhea is one of the most frequent and 
difficult problems with which the physician 
has to deal. Practically every woman, at 
some time in her life, has a disagreeable 
vaginal discharge; and often, in spite of 
treatment with douches, tampons, powders, 
and even scrubbing of the vagina with tine- 
ture of green soap, the condition flares up 
again after the next menstruation 

The basic factors in the etiology of vaginal 
leukorrhea are deficiencies in acidity, glyco- 
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gen, epithelium, and Doderlein bacilli, which 
organisms have the function of splitting 
glycogen into lactic acid and thus maintain- 
ing the normal vaginal acidity (px 4.0 to 4.4). 
No case of leukorrhea can be really cured 
unless or until these deficiencies are cor- 
rected. The px of the vagina can be tested 
with Nitrazine paper.* 

In young girls, before puberty, we try to 
increase the thickness of the epithelium by 
giving female sex hormone. In adult women 
it will resume its normal condition if we 
correct the other factors; and if we restore 
the acid reaction and supply dextrose for the 
Doderlein bacilli to work on, a strong and 
relatively pure culture will soon be built up. 
This is done by applying lactose, dextrose, 
and boric acid, in tablet form, with sufficient 
frequency to keep the vagina constantly acid, 
even during the menstrual periods. 

Douches are absolutely useless in cervical 
leukorrhea, and if they are to be used in the 
vaginal form they should consist of vinegar 
water (never of alkaline solutions), and be 
continued, twice a day, without stopping dur- 
ing the menses. 

Many cases of leukorrhea are caused by 
the Trichomonas vaginalis, an animal parasite 
which can readily be seen under the micro- 
scope if thought of and looked for. This in- 
fection is treated with the acid-carbohydrate 
tablets mentioned, to which the drug “Diodo- 
quin” has been added in proper proportions. 
The trichomonas is easy to kill, but, like a 
“cold,” new infections occur readily and must 
be dealt with. 

In Monilia albicans infections, which are 
not infrequent, especially in pregnant women, 
and can be diagnosed by the microscope, the 
best treatment is by painting the vagina with 
a solution of gentian violet in 40-percent 
ethyl alcohol (not in water). 

The commonest causes of pruritus vulvae, 
in the order of their importance, are: 

1.—Trichomonas vaginalis 

2.—Monilia albicans 

3.—Other fungi—skin infections 

4.—Vincent’s spirillum 

5.—Senile atrophy—kraurosis 


*See Crix. Mev. & Surc., August, 1937, page 349. 
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6.—Pediculi pubis 

7.—Adherent prepuce 

8.—Some pathologic urines—diabetes, etc. 

9.—Fr riction 

To call a case “idiopathic pruritus” seems 
to me like a confession of incompetence in 
making a diagnosis. 


GALLBLADDER DISEASE 


By Sidney A. Portis, B.S., M.D., F.ACP., 
Chicago, Ill. 
Asso, Clin. Prof. of Med., Rush Med. Coll. 


Too much gallbladder surgery is being done 
on the basis of a single Graham-Cole test. 
The patient eats a fat meal before the test, 
and the gallbladder empties. Operation 
should never be undertaken, except in press- 
ing emergencies, until after repeated chole- 
cystographic tests have been made; and even 
then there should be no operations for mere 
dysfunction. 

Do not give drastic cholagogues. Obese, 
hypothyroid patients are frequently helped 
by thyroid preparations. The removal of 
distant foci of infection often improves these- 
cases. 

If definite organic disease of the gallbladder 
can be demonstrated—gallstones (which are 
dangerous to the liver and may cause sup- 
purative cholecystitis or cancer), especially if 
they are multiple; purulent collections; de- 
forming adhesions; etc—and if the patients 
are good surgical risks and the disease condi- 
tion is quiescent, then operate if the surgical 
mortality in such conditions is less than one 
percent. If it is more than two percent, treat 
the case medically. 

Before doing a cholecystectomy, the patient 
should be kept under observation, on a low- 
fat, high-carbohydrate diet, for at least three 
or four days, and complete laboratory studies 
should be made. If the blood studies are 
not entirely satisfactory, wait, unless the 
emergency is acute. 

After operation, give dextrose and fluids in- 
travenously, and carbon dioxide (CO,) to 
expand the lungs. Keep the patient on a 
high-carbohydrate, low-fat diet for months. 

Biliary colic after cholecystectomy may be 
due to spasm of the sphincter of Oddi or to 
dilatation of the common duct. 


SURGICAL PATHOLOGY 

The surgery of today is based on pathology. Long before the Christian 
era, the Egyptians and many others used to trephine the skull for migraine 
and epilepsy: a remarkable tour de force, but one which could not be 
followed up. Hippocrates himself, with all his marvelous powers of ob- 
servation, with all his clinical acumen and daring as a surgeon—was he 
not the first to tap the hydrocephalic ventricle?—was grievously handi- 
capped by his ignorance of morbid anatomy.—Wrmu1AM Boyp, M.D., in 


“Surgical Pathology.” 





Mistakes in Diagnosis and Treatment 
By Ralph L. Gorrell, M.D., D.N.B., Clarion, lowa 


N unfortunate trend in modern medical 

writing is the substitution of generalities 
for specific case histories. We are called on, 
however, to diagnose and treat each patient 
individually. 

These case histories are self-explanatory: 

Case 1: M. H., male, two years of age, had 
been in good health until the present illness 
appeared. Fever of 102° F., marked difficulty 
in swallowing, and prostration were noted the 
previous evening. General examination was 
negative, except for a marked pharyngitis and 
bilateral tonsillitis, the left tonsil being twice 
as large as the right. 

Quinsy (peritonsillar abscess) is rare in 
infants. This swelling seemed to be of the 
tonsil itself, so that quinsy was excluded. 

Two days of the usual symptomatic treat- 
ment did not alter the picture. On the third 
morning, the child spat up some thick yellow 
pus, and began to appear improved At this 
time, the left tonsil was much reduced in size 
and exhibited a gaping hole or crater, down 
into the tonsil substance. Final diagnosis: 
Intratonsillar abscess. 

Case 2: After a rather difficult forceps 
operation, a primipara was delivered of a 
ten-pound baby. The infant seemed in good 
condition, except for a forceps cut on the 
side of the face. For two days, it nursed 
normally, slept, and acted in the usual 
manner. 

On the third day, the nurse notified the 
physician that blood was oozing from the 
facial cut. He did not examine the baby 
until after all calls and office practice had 
been attended to. Local applications and 
bandaging did not stop the oozing. Only then 
was it realized that there must be some 
systemic cause, probably hemorrhagic disease 
of the newborn. Intramuscular injections of 
20 cc. of the father’s blood were given every 
seven hours. A spinal puncture revealed 
very bloody spinal fluid. Just as prepara- 
tions were being made for a_ transfusion 
through the fontanelle, the baby died. 

Whether earlier treatment would have al- 
tered the result, is a question of great in- 
terest to the parents and the doctor. 

Case 3: A middle-aged man was admitted 
to the hospital complaining of severe pain in 
the right knee. The significant findings on 
examination were a swollen, tender, but non- 
reddened right knee and fever, 104° F. The 
fever dropped after a few hours, to be fol- 
lowed by profuse sweating. The next day, 
the temperature was normal, but the pain 
and swelling of the knee continued. As the 
interns on the service had changed, a very 
incomplete history of this patient was ob- 


tained on the ward service. Because of the 
abrupt subsidence of the fever, malaria was 
suggested, and was confirmed by finding the 
parasites in blood smears. 

Case 4: The advantages of complete ex- 
amination are shown by this case. 

A farm woman, of below-average intelli- 
gence, wished to be treated for urinary in- 
continence. She had been examined pre- 
viously. My surgical preceptor, Dr. F. L. 
Wilson, always urged a thorough examina- 
tion of every patient, regardless of the local 
nature of the complaint. On looking into her 
throat, a mass was found, originating in the 
left tonsillar fossa and extending over one- 
half the width of the throat. It was soft, 
moist, and slid easily on its base, thus ac- 
counting for the lack of symptoms. She was 
questioned as to dysphagia, and recalled that 
there was some difficulty in swallowing meat 
or coarse foods. A biopsy of the tonsillar 
mass was done, and a pathologist made the 
diagnosis of carcinoma. Radium decreased 
the size of the mass markedly, and made its 
complete removal feasible. One year later, 
her health was good and there was no evi- 
dence of recurrence, locally or elsewhere. 

Case 5: A man of 68 years was examined 
in a nationally-known clinic, and informed 
that he had an inguial hernia. On numerous 
occasions the rupture would “come down”, 
but was reduced by the patient, or by a 
physician. After seven years, it became 
strangulated and resisted all efforts at taxis. 

The patient was taken to the clinic for an 
operation, and operated upon, by the bearer 
of a name famous in surgery, for a strangu- 
lated inguinal hernia, possibly direct. After 
exposure through an inguinal incision, it was 
found to be a femoral hernia, which had bent 
back on itself and ascended above Poupart’s 
ligament, thus assuming the position of an 
inguinal hernia. Such a termination is by 
no means uncommon, as approximately 10 
percent of strangulated femoral hernias take 
this direction. 

Bailey! says, “This is one of the greatest 
catches in clinical surgery. Differentiating 
an inguinal from a femoral hernia may be 
done by carefully inserting the little finger 
into the inguinal canal, after invaginating the 
loose scrotal skin; if the canal is empty, there 
cannot be an inguinal hernia. A femoral 
hernia always lies more latterly than does 
an inguinal”. 

Case 6: A husky man, 25 years of age, was 
suddenly seized with fever (104°F.) and pain 
in the right upper chest. The pain had been 
present a week ago, then had disappeared, 
only to reappear more persistently. His 
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mother volunteered the statement that he had 
not had his usual energy during the past few 
months, He had a slight cough, which he 
stated was always present, due to his cigaret 
smoking. There was some soreness of the 
right lower chest and upper abdomen, not 
related to food. 

As a child, and again at age 15, there was a 
vague history of pleuritic pains; smallpox and 
scarlet fever had already been experienced. 
For two years, he had been working steadily 
in the freezing ice-house, and then out in the 
open air. During the winter he had gained 
ten pounds in weight. 

His pulse was 120; blood pressure, 130/90. 
Aside from sinusitis and its accompanying 
postnasal drip, there were no other findings. 

The simplest diagnosis was obviously in- 
fluenza, but due to the history of previous 
pain in the chest and lack of strength, acute 
tuberculosis was considered. 

Two mornings later, the pain in his chest 
became more severe and he had repeated 
small hemoptyses. The blood coughed up 
was bright red and in teaspoonful amounts. 
At this time, in the right nipple area, were 
found rough grating sounds, synchronous 
with respiration and changed by altering the 
pressure of the stethoscope. The patient was 
dyspneic but not cyanotic. A diagnosis of 
pleurisy, probably tuberculous, was made, 
and % grain (16 mg.) of morphine given. 
At this time it was noted that the right rectus 
muscle was a little rigid at its upper inser- 
tion (gallbladder region), but no tenderness 
could be found. 

The dyspnea became less during the next 
two days, and the pleuritic rub disappeared, 
apparently as a small effusion developed. 
Then pain in the right upper abdominal 
quadrant appeared and became progressively 
worse. It was never colicky, rather steady 
and boring, and unassociated with vomiting, 
obstipation, or urinary symptoms. At times 
it was definitely increased by deep breathing. 
Urine examination was negative. There was 
marked right rectus rigidity and, to a lesser 
extent, generalized tightening of the ab- 
dominal muscles. Deep palpation elicited 
moderate tenderness. 

Three consultants saw this patient: One 
thought he might be developing an upper 
abdominal lesion; another stated that his 
right lower pulmonary lobe was consolidated; 
and the third suggested diaphragmatic 
pleurisy. 

In favor of the lesion being entirely thor- 
acic was the fact that the patient felt a little 
better in the sitting position and that the 
pain was increased by breathing; also, no 
history of previous abdominal disorders could 
be obtained and the present symptoms did 
not indicate involvement of the urinary, 
biliary, or intestinal tracts, except for the 
possibility of a partial perforation of a peptic 
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ulcer. A roentgenogram indicated a small 
amount of pleural fluid, and some infiltration, 
but not consolidation, of the right lower lobe. 
There was no free air under the diaphragm, 
thus ruling out perforation. 

The pain not subsiding, he was given mor- 
phine, and 20 cc. of dirty-grey fluid was 
aspirated from the chest, to be replaced by 
200 cc. of air. This small pneumothorax gave 
much relief of the chest pain and, to a lesser 
extent, of the abdominal pain. One-tenth 
(0.1) ce. of first-strength tuberculin (Parke- 
Davis purified protein derivative) gave a 
negative reaction. One week later, 0.1 cc. 
of second-strength tuberculin gave a marked 
reaction, with an indurated area two inches 
in breadth. 

Case 7: After this personal case, I have 
formulated still another admonition for the 
recent medical graduate, “Don’t let the pa- 
tient make the diagnosis.” 

During a smallpox epidemic, I was called 
to see a man of 55 years, who had been hav- 
ing rather high fever for 24 hours and com- 
plained of headache. His throat and skin 
were negative. His urine showed a slight 
trace of sugar. The obvious inference was 
that he was coming down with smallpox, as 
he had never been vaccinated. He was 
positive that he had had smallpox twenty 
years previously. 

In the next several days, the fever disap- 
peared and a rash began to appear on the 
back of his neck. The papules were not 
shotty nor placed deep in the skin, and there 
were some vesicles resembling those of 
chickenpox. Because the rash was not typical 
in location or appearance, and his history 
led one to believe that he had had variola 
previously, he was not quarantined. 

In 48 hours, the vesicles and papules had 
disappeared, to be replaced by an even coat- 
ing of discrete pustules over the face, chest, 
and hands. On looking up Osler?, I found, 
“An attack of smallpox may not protect for 
life. There are undoubted cases of a second, 
and reputed instances, indeed, of a third at- 
tack”. Who was wrong? 

One of the most fascinating fields for 
medical investigation is the classification of 
wrong diagnoses. We learn by our errors, 
it is said, but there is no reason that it 
should not be by errors committed by our 
predecessors or colleagues. In previous 
articles 3,4 the material gathered from 90 
articles on mistaken diagnoses has been re- 
viewed. 
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Think Before You Suture 


A HUSKY farm boy of nineteen suffered 
a laceration of the right arm during an 
automobile accident. The wound was lo- 
cated just inside the medial condyle of the 
humerus and was not over three inches in 
length. He went at once to a nearby physi- 
sian, who sutured it, without examination 
or other preliminary. During the procedure, 
the youth complained of numbness in his 
hand, but was informed that it resulted from 
the bruising of the arm. 

When two days had passed and the numb- 
ness did not lessen, he consulted me. At 
that time, he could not feel a pin-prick over 
the ulnar side of the hand, little finger, or 
lateral one-half of the fourth finger; he could 
not appose his thumb and little finger; he 
could not bring the tips of his fingers to- 
gether; and his grip was weak. Any fourth- 
year medical student can be expected to pop 
up at this point and chortle, “Why, anyone 
would know that’s an ulnar nerve lesion.” 

The point is this: The physician was so 
occupied by the placing of three little su- 
tures that he neglected to think of the struc- 
tures that might have been injured or ex- 
amine the wound carefully. 

And what of the beam in my own eye? 
Well do I remember the gentleman of color 
who was admitted to my second surgical 
service. His entire cheek had been cut 
through with a keen razor. I performed a 
neat two-layer suture and was just stepping 
back to admire my handiwork when the 
attending surgeon stopped in. “Very nice, 


very nice. What did you do with Stenson’s 
duct?” I gulped. I had completely forgotten 
the duct of the parotid gland! 

Another point that comes to mind in con- 
sidering the suture of accidental wounds is 
this: Primary suture is dangerous and futile, 
if these potentially infected wounds have 
not been carefully cleaned and crushed tissue 
removed. By cleaning I do not mean flood- 
ing the open wound with a powerful anti- 
septic, which may kill bacteria, but just as 
surely kills tissue. Bruised, devitalized skin 
and muscle is thus injured further and heal- 
ing is delayed. Sumner Koch, of Chicago, 
has demonstrated again and again that de- 
bridement and cleansing with soap and water 
will render wounds sterile enough to do 
primary suture of nerves and tendons, if 
carried out within six hours. There is no 
objection to painting the intact skin with an 
antiseptic. 

There is no virtue in tightly tied sutures. 
A tight suture is equivalent to a ligature, 
crushing and killing the tissues enclosed in 
its grasp. Except in scalp injuries, sutures 
should not be needed for hemostatic pur- 
poses, 

When confronted with a laceration, vis- 
ualize the anatomic structures beneath and 
beside the injured area. Cover the area 
with sterile gauze and scrub the surrounding 
area with soap and water; then gently clean 
the wound with sterile physiologic saline 
solution. Spread the lips of the wound apart 
with sterile retractors and gently expose the 
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depths of the wound. If the wound is small 
and deep, it is often advisable to enlarge it 
under local anesthesia, as foreign bodies 
(pieces of clothing, splinters) are found when 
not expected, and injury to important struc- 
tures will be disclosed. The entrance of air 
and lavage with hydrogen peroxide tend to 
prevent the growth of the anerobic bacilli of 
tetanus and gas gangrene. 

Ragged or devitalized tissues should be ex- 
cised as freely as is necessary to insure fresh 
edges. If deep sutures are necessary to hold 
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muscles or fascia together, it is inadvisable to 
use catgut, as it causes an inflammatory re- 
action. Buried stainless steel wire sutures 
cause no such reaction. Figure-of-eight 
sutures of non-absorbable material may be 
brought out on the skin. 

It is surprising what cosmetic results may 
be obtained by approximating the skin with 
flamed adhesive tape. This procedure may 
be used in children or for first aid. 


R. L. Gorrett, M.D., D.N.B. 
Clarion, Ia. 





An Ambulatory Treatment for Epididymitis 


Most urologists have seen the time when 
what they most desired was a treatment 
for epididymitis which would permit the pa- 
tient to keep at work, but under active sur- 
veillance, with the physician feeling that his 
attention really was accomplishing some- 
thing. This therapeu- 
tic method is pre- 
sented to fulfill a 
need for reducing 
distress, shortening 
the morbidity, and 
holding the patient. 

The principle is as 
illustrated in Fig. 1. 
The patient is placed 
upon the office table 
with the infrared 
lamp adjusted so that 
the heat strikes the 
epididymis; the in- 
tensity is regulated 
by adjusting the dis- 
tance so that the 
parts become quite 
warm, but not pain- 
ful. As amedicament, 
10 percent guaiacol 
in glycerine is ap- 
plied and one might 
say it is cooked in. 

Such an _ infrared 
lamp as that shown 
is cheap and compact 
and is out of the way 
when not in use. 

Of course, when 
epididymitis is pres- 
ent, a_ tightly-fitting 
suspensory needs to 
be worn whenever 
the patient is up and about. 

Hot sitz baths and local applications of 
hot, wet dressings at home assist both in re- 


out undue discomfort. 


Fig. 1: The patient lies upon a table, with the lamp 
on an adjustable surgical stand and focused upon the 
epididymis. Adjustment is made to deliver the max- 
imum amount of heat that the patient can stand with- 
He is given a magazine to 
shade the light with when it becomes too warm. 


lieving the distress and in keeping the pa- 
tient doing something for himself. 

Advantages: This method is efficient, prac- 
tical, and economical. 

Faults: 1—If the disease is not due to 
gonorrhea, and particularly if necrotizing 
organisms are pres- 
ent, surgical drain- 
age may eventually 
be necessary anyway. 

2—Guaiacol is 
secondarily anes- 
thetic, so that after 
the initial burning 
sensation, the anes- 
thetizing effect may 
permit enough heat- 
ing to cause skin 
injury. 

3.—It requires that 
the physician himself 
attend the patient, 
and not delegate the 
work to a nurse. 

The psychology of 
the patient with epi- 
didymitis is such that 
he not only suffers 
physical, but also 
mental pain, hence 
the physician must 
do something which 
is practical and effi- 
cient. The financial 
strain of an epididy- 
motomy, performed 
in a hospital, is too 
much for most pa- 
tients to bear, and 
still have any money 
left for the phys- 
ician, hence this 
method should prove most welcome. 

W. Ray Jones, M.D. 

Seattle, Wash. 
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The Ultraviolet Radiation Treatment 
of Preeclamptic Toxemia* 


Cy of the most usual features of eclampsia 
is the rise of blood pressure. This is prob- 
ably the early manifestation of the condition, 
and the toxemia, of which it is a feature, 
should be called eclampsia, the name not 
merely being reserved for the later and 
graver manifestations and the toxemia being 
termed preeclamptic. 

There is evidence to suggest that there are 
unoxidized by-products of amino-acids in 
the blood stream. It is well known that in 
ultraviolet rays we have a powerful oxidiz- 
ing agent, as is evidenced by the production 
of ozone from the atmospheric oxygen and 
the oxidization of carbon dioxide. It is not 
unreasonable, therefore, to suppose that, if 
the unoxidized by-products can be oxidized, 
the toxemia would cease to exist, the blood 
pressure would be reduced, and the other 
signs and symptoms disappear. It is not sug- 
gested that the normal state will be reached 
at once, but with continued treatment a 
modification of the metabolism will result and 
less toxin will be produced, thus fewer doses 
will be required. 

In the investigations to be described, the 
patients were put on strict diet, excluding 
protein as far as possible and animal protein 
completely. This must obviously be done if 
the suggestion that protein metabolism is at 
fault is correct. During the course of the 
treatment the diet may be increased gradually 
as the patient’s condition permits, but must 
be reduced again if the blood pressure shows 
the slightest tendency to increase. No strict 
regime can be adhered to and each patient 
must be treated individually and not in any 
routine way. This applies both to diet and to 
radiation treatment. 

The dose given cannot be discussed in 
terms of time and distance. Mercury-vapor 
lamps vary so greatly in their potency accord- 
ing to age that one minute with one lamp 
may be equivalent to three minutes with 
another. It will suffice to say that a dose 
short of that required to produce erythema 
was given. This again was done deliberately, 
to meet the criticism that the fall in blood 
pressure was due to dilatation of the skin 
vessels. In the early days of the investigation 
I gave much shorter doses, but as the results 
were observed, longer doses were given, but 
always short of producing erythema. 

After a dose has been given the blood pres- 
sure falls at once, the systolic sometimes by 


*Brit. J. of Phys. Med., July, 1937. 


PHYSICAL THERAPY AND RADIOLOGY 


NOTES AND ABSTRACTS 





553 





as much as 30 mm. Hg. During the next 24 
hours it tends to rise, though not to the same 
height. It may remain at the post-radiation 
reading or fall slightly more. After the next 
dose another fall takes place as a rule, and 
this sequence usually occurs till a more or 
less normal level is reached. 

It is not suggested that this treatment is 
a certain cure for all cases of eclampsia, but 
it is of great value. An early and mild case 
may be prevented from becoming severe, and 
in the later cases the more severe and serious 
manifestations may be prevented from de- 
veloping. Even if only half the cases can be 
helped — and my experience leads me to be- 
lieve that the proportion is much higher— 
a step forward will have been achieved in 
the treatment of this serious complication of 
pregnancy. 

Ropert AITKEN, M.D. 


Physical Therapy in Jaw Fractures 
§.§ BAT (especially diathermy) and light 
massage are very valuable agents in 
treatment of simple jaw fractures, uncompli- 
cated by suppuration or hemorrhage. Swell- 
ing is lessened, early return of function is 
assured, and scar tissue formation is de- 


creased. — H. H. WEIsENGREEN, D.DS., in 
W.J.S.0. & G., Oct., 1937. 


X-Ray Diagnosis of Abdominal 
Conditions 


C= of the greatest helps in the roentgen- 
ologic diagnosis of abdominal conditions 
is the use of a preliminary film, taken before 
any contrast medium is used (lipiodol, bar- 
ium, gas, sodium iodide). The density of the 
solid soft tissues of the kidney and psoas 
muscle may be taken as standard density. 

Gas in the tissues, as commonly found in 
the intestines, casts a darker shadow; many 
pathologic conditions are responsible for 
lighter shadows (gallstones; kidney and ur- 
eteral stones; calcified mesenteric and omen- 
tal glands; calcifications occasionally seen in 
the kidney, its pelvis and calices; phleboliths 
in the pelvis). 

The valwe of the plain film of the ab- 
domen is not appreciated by the average 
practitioner (and many specialists). The dil- 
ated coils of the acutely obstructed small 
bowel, filled with gas, cast a dark shadow. 
The characteristic haustral markings are vis- 
ible and so diagnostic that we do not need 
to give a barium meal and embarrass a dis- 
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tended gut. If the large bowel is distended, a 
barium enema may be given. In rare in- 
stances, when barium by mouth is needed, a 
very small amount will suffice. Especially in 
the summer time, when the use of cold 
drinks and cold foods is so prevalent, some 
of which result in acute partial obstruction, 
we roentgenograph many “acute abdomens.” 
Often a flat plate is all that is necessary, as 
it is surprising how many of these cases re- 
spond to suction through a duodenal tube 
(Wangensteen suction). 

All cases of suspected acute appendicitis 
should be studied roentgenographically. Oc- 
easionally a low ureteral calculus is dem- 
onstrated by this simple procedure. 

If a gallbladder does not give a good shad- 
ow, repeat the procedure after giving another 
dose of dye—James Ketty, M.D., F.A.C.R., in 
Radiology, July, 1937. 


Krusen: Physical Therapy in 
Arthritis 


PHYSICAL THERAPY IN ARTHRITIS. By 
Frank Hammond Krusen, M.D., Associate 
Professor of Physical Medicine, The Mayo 
Foundation, University of Minnesota; Head 
of the Section on Physical Therapy, The Mayo 
Clinic. 21 illustrations; 160 pages. New York: 
Paul B. Hoeber, Inc. Medical Book Depart- 
ment of Harper & Brothers. 1937. Price, $2.25. 

The average practitioner loses many pa- 
tients to the chiropractor, osteopath, and lay 
masseuse because of his lack of practical 
knowledge in regard to heat, massage, and 
exercise. By practical, we mean simple, easy- 
to-carry-out procedures, such as the painting 
on of paraffin, the contrast bath, and the 
radiant “baker,” which are wonderfully ef- 
fective in relieving the pain and stiffness in 
arthritis, fibrositis, neuritis, and other non- 
suppurating inflammations. As yet, no drug, 
administered orally or parenterally, has 
proved entirely satisfactory in the treatment 
of arthritis. Proper physical therapy methods 
will help the arthritic patient very definitely, 
and al inaoenen the physician's prestige and 
practise. Dr. Krusen gives simple, direct 
pointers, so that one may quickly and easily 
instruct the patient and relatives as to appli- 
cation of various forms of heat, cold, and 
massage, and thus prevent many deformities. 
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Hollender: Physical Therapy in 
Otolaryngology 
HYSICAL THERAPEUTIC METHODS IN 


OTOLARYNGOLOGY. By Abraham R. 
Hollender, M.D., F.A.C.S., Associate in Lar- 
yngology, Rhinology, and Otology, University 
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of Illinois College of Medicine; Fellow of 
American Academy of Ophthalmology and 
Otolaryngology. With 189 Illustrations. St. 
Louis: C. V. Mosby Co. 1937. Price, $5.00. 

Although written primarily for the special- 
ist, this work is of interest to the general 
practitioner for its brief, succinct discussion 
of the various methods of physical therapy 
(low voltage currents, diathermy, electrosur- 
gery, photothermy, ultraviolet irradiation, x- 
rays and radium); for its discussion of dis- 
eases commonly seen and treated by the gen- 
eral practitioner, especially in the small town 
(sinusitis, tonsil coagulation, skin diseases of 
the face, acute rhinitis); and for its many 
clinical illustrations. 

Ten well-known workers in the field of 
otolaryngology have contributed sections. The 
chapter on ultraviolet rays, by Dr. Krusen, 
of the Mayo Clinic, is especially interesting. 

Full details are given of the application of 
physical methods in the diseases of ear, nose, 
and throat. Many ingenious devices have been 
utilized to carry medication, diathermy 
waves, and rays to the ear, throat, and 
larynx. 


Courtesy Am. Rolling Mill Co. 


A Metal Bath Cabinet 


A NEW type of bath cabinet (pictured 
above), made of Armco stainless steel, 
is being produced by the Electric Hotpack 
Company. It is used for any type of treat- 
ment embodying the application of dry or 
moist heat, and is equipped with thermostatic 
heat control, automatic water and steam con- 
trols, built-in showers for hot and cold wa- 
ter, and infrared ray units. 
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Sleep Does Not Replace A Vacation 


A LIVING for the Doctor is a very vital 
section of CLINICAL MEDICINE AND SuR- 
GERY, and in my reading of this Journal for 37 
years I regard it as the one most adapted to 
certain needs of the general practitioner. 

Reading “Sleep as Vacation,” by Dr. Matti- 
son, I felt a definite urge to reply and give 
vent to a conviction or two. 

I doubt that there is any similarity in the 
advantages to be derived from vacation and 
sleep. The benefits of a vacation are mostly 
in the mind—there is no rest in a vacation, 
only a change of pace. A horse that changes 
from a trot to a lope, and then to a gallop, 
and maybe next a pace, will go further and 
more easily than one that does not change 
pace, 

Regularity and monotony of work tires 
certain muscles and fails to stimulate the 
mind. Take that fatigued individual out into 
God’s fresh air, to play a game that he likes, 
and in 30 minutes that tired feeling is gone. 

Labor-saving machinery does the physical 
work for America nowadays. Very few 
people know today what a hard day’s work 
is, from a physical standpoint. Inside workers 
and carbon monoxide inhalers are not tired 
when night or morning comes—they are toxic 
24 hours a day. Their muscles and ligaments 
are flabby, and no kind of mattress will cure 
that. 

We are getting to be a race of houseplants, 
slowly degenerating physically, and mentally 
unstable. We look for rest from a vacation 
when we are toxic, not tired; we loaf half 
the time, when healthful exercise is what we 
need; we eat when our system is already 
loaded with food, putrefying and fermenting 
and the liver unable to detoxicate it; we look 
for vicarious entertainment when we should 
put on the show; we take a headache powder 
when we should breathe fresh air and use 
the muscles to burn up the calories. 

We medical men are not a little to blame 


for the status of man’s mind and body. We 
look for symptoms and prescribe a drug (as a 
rule). If we looked for the cause of the 
symptoms and applied the teachings of physi- 
ology and chemistry, the methods of physical 
therapy, and good common horse sense, there 
would be no field for the irregulars; pro- 
viding, of course, that people followed our 
directions. 

We may have to institute State or Federal 
health departments, with authority to compel 
the human race to do what is good for their 
minds, bodies, and souls. You might just as 
well expect your car to improve by an over- 
night rest if you use poor oil, or the motor to 
purr soothingly if you feed too rich a mixture 
and a layer of carbon coats all parts of the 
combustion chamber. 

The human body is a highly complex and 
intricate piece of machinery, and will get out 
of order, even after a long night of sleep on 
a perfect mattress, if expert biologic engineers 
do not direct our living. 

E. C. Juncer, M.D. 

Soldier, Iowa. 


ian o——— 


Justice for the General Practitioner 


HOPE to live to see the time when it will 

be the regular thing for patients to be re- 
ferred to the general practitioner by the spe- 
cialist as frequently as to the specialist by 
the general practitioner; when it will not be 
uncommon for a specialist to tell a patient 
who has come direct to him that his family 
doctor is fully capable of handling the condi- 
tion and send the patient immediately back to 
the family doctor for treatment; when spe- 
cialists will regard themselves as having 
taken special training in order to qualify 
themselves for managing cases of unusual 
obscurity or complexity, rather than for 
handling all disease conditions of certain or- 
gans or certain age periods; when the first 
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thought of a specialist invited to address a 
meeting made up largely of general practi- 
tioners will be: What can I say that will be 
most helpful to the general doctor in the 
handling of his own cases? I would even like 
to see our medical schools presided over by 
deans who are general practitioners and 
every general hospital appoint a general prac- 
titioner as chief-of-staff—DovucLas JENNINGS, 
M.D., in J. of South. Med. and Surg. 


o-——_—_- 


Rules for Lovers 


T? achieve the dyad of perfect love, the fol- 
lowing rules may recommend themselves to 
the reader: 

1—Don’t look up to your mate, and don’t 
look down: approach love as an equal. 

2.—Don’t expect an impossible perfection in 
others, of which you yourself are incapable: 
love a woman, not an angel; a man, not an 
eidolon. 

3.—Don’t think of yourselves as one or as 
two, but as a twosome. 

4—Don’t take without giving, nor give 
without taking, in love. 

5.—Don’t pick out a partner who does not 
entice you physically; but do not entangle 
your fate with one who appeals to you only 
on a physiologic basis. 

6.—Don’t fail to cooperate with your mate 
on every plane—socially, economically, in- 
tellectually, spiritually, emotionally, and bi- 
ologically. 

7—Don’t lose yourself in by-paths and 
blind alleys: there is always a way out of 
emotional labyrinths—potentially all humans 
are fundamentally normal. 

8.—Be a slave neither to convention, nor to 
your own idiosyncrasies: remember you are 
not merely an individual, but a unit of your 
social group and the human race. 

Love, though necessitating the union of the 
two sexes, is not based solely on the sexual 
function. The pleasure of sexual union is 
the premium nature pays to insure propaga- 
tion. But neither pleasure nor propagation 
is sufficient in itself. Love is not love un- 
less its uplift is spiritual, as well as physical. 
This uplift must not be at the expense of so- 
ciety nor of the race; it must be in harmony 
with man’s biologic function and the preser- 
vation of civilization. 

Love in our century has emerged from its 
Dark Ages. Many factors in modern life are 
favorable to love. Nevertheless there are still 
many factors, rising from the imperfections 
of human society, which militate against 
love. These factors inspire the “masculine 
protest” in women and the inordinate “fear 
of women” in man. No man is civilized or a 
perfect lover until he knows that he can 
find complete self-realization only in what 
I have called “the human dyad.” — ALFRED 
Apter, M.D., in Esquire, May, 1936. 
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How Our Time (or Money) Is Spent 


\A/ BAT we spend our money for” may be 
translated into “What we spend our 
working time for.” Studies of this factor, 
combined with earlier studies as to how the 
people’s leisure time is employed, give the 
following rough picture of the gratifications 
for which the waking hours of adults in the 
United States are spent: 

For subsistence and perpetuation__.25% 

For security 

For the welfare of others 

To avoid or reduce sensory pain 

For entertainment 

For companionship and affection 

For social approval 

For intellectual activity 

For dominance over others 

For other wants 

—Pror. Epwarp L. THORNDIKE, Teachers’ 
College, Columbia University, in Scientific 
Monthly, Sept., 1937. 


Meeting Human Needs 


ToDay we have assumed new responsibil- 
ities. Great measures are being under- 
taken, to conserve land, to stabilize industry, 
to make jobs more secure, to husband the 
skill of men whom industry would not ab- 
sorb. The doors of opportunity are being 
kept open so that individual men may de- 
pend upon themselves. 

Health ranks high in this program. We are 
mobilizing against the toll of needless dis- 
ease; we marshall our forces against epidem- 
ics. But these acts are only preventive. 
Government must deal in broad categories, 
mass problems. Want is individual. 

No variety of want is more individual, 
none strikes with a more uneven hand, than 
illness. The illness of a breadwinner, the 
disability of a mother, the failing health of 
children, these present problems which must 
be met by neighbors and with the personal 
understanding of the local community. 

America has traditionally met illness that 
way. Nowhere else have individual citizens 
contributed so universally to provide the 
facilities for better health, Community 
health and nursing organizations, hospitals 
and clinics, have demonstrated that genius 
for voluntary association, which to de 
Tocqueville, a hundred years ago, was the 
glory of American democracy. 

In the fight for better health the medical 
profession has given generously of its time. 
More than time is needed. 

We need the weapons with which to fight 
disease. Year by year the fights on cancer, 
on syphilis, on tuberculosis, on countless 
other maladies our fathers thought incurable, 
are depending more and more upon access 
to mechanical facilities. Old diseases oftener 
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than in the past yield to the technology of 
modern medicine. 

We need adequate funds and available 
facilities so that no human being shall be 
deprived of the means to health because he 
happens to be poor. 

Want is unnecessary among us. We are the 
richest nation in the world, richest in our 
ability to produce the things we need. It is 
not likely that the people of such a nation 
will ignore the call of Mobilization for Hu- 
man Needs. They will not fail to invest their 
resources in the best paying of all securities— 
Community Health. 

THOMAS ParRAN, M_D., 
Surg. Gen. U.S.P.HS. 
Washington, D.C. 


————__@—_—_—__- 


Why Physicians Die 

T= morning a well-nourished woman of 

middle age told me of a brief conversation 
she had had with her doctor. It seems that 
she had stopped him on the street and told 
him that she wasn’t feeling well. Dr. S—— 
advised her to reduce. “I can’t figure out a 
remark like that,” she mused. “He has the 
nerve to tell me that I will feel better if I 
get my weight down to normal, and yet he 
has been overweight for years.” 

Instead of laughing off such a remark as 
another example of a doctor who doesn’t take 
his own medicine, it set me to thinking. I am 
personally acquainted with nineteen phy- 
sicians. Of this group, only four are in good 
physical condition. The remainder are over- 
weight, ranging from ten to forty pounds. 
They eat too much and too often for the small 
amount of physical work that a physician is 
called on to perform, and at irregular hours. 
They eat rich, sweet foods, and do not com- 
pensate for this high caloric intake with ade- 
quate exercise. (I do not consider a round 
or two of golf per week as exercise.) They 
are often under nervous tension or are con- 
strained to conceal their emotions—both well- 
known factors in bringing on angina pectoris, 
hypertension, peptic ulcer, and other disease 
conditions. 

What recreation do you get? Is your weight 
within ten pounds (either way) of the average 
for your height and age? On at least two 
occasions during the week, do you get “away 
from it all” and fish, swim, play tennis, hike, 
or just loaf? Read the weekly obituary 
column in the Journal of the A.M.A. and see 
how many of your colleagues are dying of 
preventable, degenerative diseases. lt isn’t 
a bad idea either, to have yourself examined 
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by a competent physician or in a clinic, and 
to have the urine, hemoglobin, and blood- 
sugar estimations carried out.—R. L. G. 


ee 


Medical Economics 


PLIFTERS argue that, under our present 

“commercial” system of practicing medi- 
cine, the doctor tends to make too many calls 
because of financial interest. Unfortunately, 
they have not realized that it would be to 
the physician’s financial interest to make too 
few calls under socialized medicine—A. C. 
Hansen, M.D., in Med. Times, Oct., 1937. 
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Brown: Physicians and Medical Care 


PHYSICIANS AND MEDICAL CARE. By 
Esther Lucile Brown, Department of Statis- 
tics, Russell Sage Foundation. 202 pages. New 
York: Russell Sage Foundation. 1937. Price, 
75 cents. 

In this handy, pocket-size volume, are to 
be found all the facts and figures relative to 
the number of physicians, average income, 
opportunities for training, need for a differ- 
ent type of medical service, etc. No attempt 
is made to draw opinions; rather the basic 
figures are presented and conclusions, formu- 
lated by leading authorities both within and 
without the medical profession, are quoted. 
The spirit of fairness prevails throughout— 
a welcome contrast to some publications 
which condemn the physician as a profiteer 
or a hard-hearted merchandiser of jealously- 
guarded secrets. A very handy book to have 
available the next time some one criticizes 
the medical profession. 


Blanchard: A Doctor's Diary 
R. BETTERMAN’S DIARY FOR THE 


YEARS 1868, 1873, 1893, 1909, 1910. 
Collated from the Old Doctor’s journals and 
edited by Charles Elton Blanchard, M.D., 
Editor The Bulletin of Office Practice. 
Youngstown, Ohio: Medical Success Press. 
1934, 1937. Price, $3.00. 

This is a little collection of colloquial, 
largely irrelevant “doctor talk,” such as one 
might hear around the dinner table after a 
country medical society meeting. Except for 
bits of homely philosophy here and there, it 
contains little that is elevating or instructive, 
but it is a pleasant little book, well made 
and of handy size, for the tired doctor to 
browse in during the minutes while he is 
waiting for dinner, or while he smokes his 
bedtime cigarette. 
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Problem No. 10 (Medical) 


Presented by Ellis Powell, M.D. 

West Monroe, La. 
(See Civ. Men. & Surc., Oct., 1937, page 466) 
QECAPITULATION : A white, single, female 
school teacher had an attack of influenza, 
followed by marked malaise, loss of weight, 
and hypotension. The case was diagnosed as 
pulmonary tuberculosis, and the indicated 
treatment given. Later she had a feeling of 
“emptiness” and severe pain in the upper 
abdomen, relieved by eating. The diagnosis 
was then changed to duodenal ulcer, and 
treatment was given for that for three years, 

without notable improvement. 

When I first saw her I accepted the ulcer 
diagnosis and treated her faithfully for that 
condition for two months, in bed. She gained 
a little weight and felt somewhat better, but 
relapsed as soon as she went to work, and 
came back to me. 

At this time she was 5 feet 5 inches tall 
and weighed 90 pounds. She had typical 
ulcer symptoms, with marked weakness. The 
only abnormalities found in an ordinary 
physical and laboratory examination, not in- 
cluding a gastric analysis, were: Marked 
epigastric tenderness; blood pressure, 85/60; 
hemoglobin (Tallquist), 60 percent; red blood 
cells, 4,250,000. A roentgenologist found no 
evidence of ulcer, but reported a slight delay 
in gallbladder function and adhesions around 
the gallbladder and appendix. The symptoms 
continued. 

Requirements: State your tentative diag- 
nosis and suggested treatment, giving reasons 
therefor. What, if any, further examinations 
would you have made? 


Discussion by G. M. Russell, M.D., 
Billings, Mont. 

The history of this case is rather deficient. 
The age is not given; no statement is made 
as to the length of illness; no past history is 
given; no mention is made as to bowel func- 
tion, temperature, pulse rate, or menstrual 
function, 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 
problems submitted. 

Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 

Address all communications intended for this department to The 
saan, Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


I would want a gastric analysis; gallbladder 
drainage with examination of B bile, centri- 
fuged; an immediate moist slide of her stool, 
under a cover glass; a culture and a Gram- 
stained smear from the culture; examination 
of the contents of duodenum for the presence 
of enzymes; gallbladder x-ray studies; exam- 
ination of stools as to excess of neutral fats, 
parasitic infestation, and occult blood; a 
blood sugar test; a leukocyte count and blood 
smear. 

Possibilities: On account of the low hemo- 
globin she might have a hypochromic anemia, 
but this could hardly account for the epi- 
gastric pain and tenderness. The lesion 
probably lies in the area of the gallbladder, 
pylorus, duodenum, and pancreas, although 
there is always the possibility of intestinal 
parasites. 

The meager information given points mostly 
to a chronic pancreatitis, but one would not 
be justified in hazarding even a tentative 
diagnosis without more examination than is 
evidenced in this presentation. 


Discussion by E. C. Junger, M.D., 
Soldier, Ia. 

We have many patients in these days of 
artificial living that are below par, whose 
batteries are never charged to a_ point 
where their body machinery gets enough 
spark to function satisfactorily. The influ- 
enza infection in this case generated a tox- 
emia that dealt a knockout blow to the duct- 
less glands. Result: low blood pressure, no 
pep, no power to digest or assimilate. Did 
you ever try to run a car on cheap gas, poor 
oil, old spark plugs, worn cylinders, and with 
the timer too far retarded? 

This girl needs the extracts of pituitary, 
ovary, adrenal, and thyroid, and perhaps also 
insulin. A change of intestinal flora by yeast 
or Bulgarian baccilus, a high-caloric diet, and 
perhaps a stomach analysis and a gastro-in- 
testinal series of x-ray films, to study prog- 
ress of food, seem to be indicated. The gall- 
bladder function seems to be slow, and so is 
everything else. 
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Discussion by John Clark, M.D., 
Independence, Kans. 

There are four conditions in this case that 
demand our attention, all four of which point 
to but few things, when taken together. 
Separated they might mean many things. 
These are low blood pressure, weakness, loss 
of weight, and abdominal pain. 

There is a history of influenza. This opens 
several questions for us. One of these is that 
she was thought to have tuberculosis, but 
there are not enough of the cardinal symp- 
toms, such as fever and loss of weight and 
strength, to justify that diagnosis. 

A low blood pressure following an attack 
of influenza suggests that the heart reserve 
is being exhausted. The long attacks of 
abdominal pain would also weaken the heart. 
Thus a vicious circle is established. It is 
doubtful if she will ever be very strong 
again. 

The roentgenologist found evidence of ad- 
hesions about the gallbladder. What pathosis 
preceded them? We have no history of stone 
or cancer, nor of any liver disease. An ulcer 
of the duodenum could give the adhesions in 
the region of the gallbladder, but it would 
hardly account for those found about the 
appendix. I see nothing that would convict 
the pancreas. 

Did they overlook anything? A hernia, 
even slight and sometimes undetected, could 
hardly cause the four conditions we started 
with. Intestinal parasites and eggs should 
be searched for in the stool. Some of these 
could produce the signs of duodenal ulcer 
and the four conditions we are considering. 

My guess (the incomplete history permits 
little more than that) is that the patient had 
an ulcer of the duodenum. The facts that 
there was a little improvement under ulcer 
treatment, and that she has been ill for over 
three years, are hard to reconcile with any- 
thing else. There is a tendency for ulcer 
cases to improve and then relapse or recur. 
This seems to be true here. Influenza does 
some freakish things. My guess is that the 
doctor was right in his diagnosis of ulcer. 

There are many new treatments crowding 
the doctor for recognition, but I doubt if there 
is any radical, direct treatment for cases like 
this one. 


Discussion by N. Odeon Bourque, M.D., 
Chicago, Il. 
In discussing this problem, the age of the 
patient, the menstrual history, pulse, tem- 


perature, and blood 
assistance. 

The low blood pressure and general weak- 
ness (asthenia) point to the suprarenals. In- 
fluenza may have been the forerunner in 
attacking the suprarenals or may have been 
incidental, or an old tuberculous process may 
have been awakened, with involvement of 


charts may be of 
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the suprarenals. In this connection the ad- 
renalin test in the former, and the vitamin 
“C” deficiency test by the method of Tillmans 
and Hirsch, together with a negative tubercu- 
lin test for the latter, may be of value. The 
presence of Sargent’s white line and bronzing 
of skin would favor adrenal disease, while 
cough and fever would suggest tuberculosis. 

Pain in the epigastrium may be explained 
by the irritation of the semilunar ganglions as 
a result of diseased suprarenals. The stomach 
receives its nerve supply from the bulbo- 
sacral or vegetative system, which supplies 
positive tonus, and the sympathetic which in- 
hibits. The splanchnic and semilunar gan- 
glions are sympathetic. The pains may also 
be due to acetonemia, as a result of starva- 
tion. The history discloses her daily food 
intake to be only 750 calories. 

In spite of the lack of x-ray findings, tuber- 
culosis or duodenal ulcer cannot be excluded 
without further investigation. Gastric analy- 
sis may be important. Her age may make 
one think of cancer developing. Evidence of 
gallbladder delay and adhesions may also in- 
dicate pancreatitis; in this, however, there 
should be some back tenderness. Stool ex- 
amination and blood-sugar tests may aid. The 
asthenic type may suggest visceroptosis, 
which is easily diagnosed by x-rays. 

In thinking of gastro-duodenal ulcer one 
must consider: 

Neuroses, in which distress and fullness 
after meals are the principal features. Neu- 
roses are less amenable to dietary regimen 
and react favorably only when sedatives, 
change of scenery, and psychotherapeutic 
means are added. 

Autonomic imbalance (socalled vagotonia) 
may react favorably to both ephedrine and 
atropine, as does gastric ulcer, but the 
Chvostek and Trousseau signs are positive in 
ulcer. 

Cancer: Stomach pain, making its first 
appearance after the age of 40, persisting, and 
increasing in intensity, makes one think of 
cancer. 

Appendicitis: In recurrent chronic appen- 
dicitis the pain usually manifests itself at 
the epigastrium. A careful history and ex- 
amination should prevent errors. 

Cholecystitis: The pain is higher and is 
referred along the right costal margin to the 
right scapula, or even to right shoulder tip, 
and has no definite regular relation to meals. 
There is more belching. 

Gastric Crisis: A careful history and sero- 
diagnosis, with the pupil and other reflexes, 
should easily differentiate. 

Myasthenia gravis may also be considered, 
but no eye or face palsies are mentioned in 
the history. 

Another condition to be considered is 
obstruction of the duodenum in its third or 
fourth portion, either by bands or by pres- 
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sure of the superior mesenteric artery at its 
origin. X-Ray studies should disclose churn- 
ing of the duodenum in an effort to empty 
itself; recumbance should relieve and exercise 
increase discomfort. 

Cardiac decompensation may also be con- 
sidered. 

Cramp-like pains and vomiting suggest an 
organic lesion. 

A sedimentation test should determine if 
there is a hidden infection. High blood vis- 
cosity favors glandular deficiency. 

Unfortunately, we are inclined to depend 
too much on a single x-ray study, blood 
pressure reading, metabolism test, slide ex- 
amination, etc. Careful re-examinations and 
series of good x-ray plates, made under 
favorable circumstances and with proper in- 
terpretation, are most valuable, but even then 
one cannot expect 100 percent results. 


Solution by Dr. Powell 


The feces of this patient were examined, 
and Hymenolepis nana (dwarf tapeworm) ova 
were found. She was given aspidium ac- 
cording to the schedule suggested by Bethea 
in his “Clinical Medicine,” which follows: 

The day preceding: A light diet, the eve- 

ning meal at least being free from fats. 


The day of treatment: Nothing to eat or 
drink before the treatment, except a 
small cup of black coffee, if desired. 

7:00 A.M.: Purgative, as epsom salts. 

8:00 A.M.: B Oleoresin Aspidii 5i — 4.00 

Chloroformi mx — 0.65 
Glycerin f3ss —16.00 
9:00 A.M.: B Oleoresin Aspidii 35i — 4.00 
Olei Tiglii mii — 0.12 
Chloroformi mx — 0.65 
Glycerin f3ss —16.00 

10:00 A.M.: Large saline purgative. 

11:00 A.M.: Coffee without cream, or fruit 
juice. 

12:00 A.M.: Fruit juices, carbonated drinks, 
etc. 


Within a few days the patient began a rapid 
return to normal health, which she has re- 
tained for two years. The feces were negative 
for ova shortly after the treatment, and have 
so remained during this time. 

Incidentally, this type of intestinal parasite 
is generally thought to be very rare and 
receives scant mention in the textbooks, and 
it may be of interest to learn that a recent 
survey found 8 percent of 119 boys infested 
with this worm, and 48 percent with in- 
testinal parasites of all types. 

It is well to remember that Beckman says: 
“A very large proportion of all men, women, 
and children in the world are infested with 
worms of one sort or another,” and the symp- 
toms thereof may be many and varied. This 
information probably spared this patient un- 
necessary surgery, and certainly restored her 
health. 


THE SEMINAR 
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Problem No. 12 (Medical) 


Presented by R. Smith, M.D., Dundas, 
Ont., Can. 


HE patient, a girl of 18 years, 5 feet 4% 

inches tall, and weighing 137 pounds, has 
complained of indefinite abdominal pains, ac- 
companied by a low-grade fever (99° to 101° 
F.), most of the time since she was four years 
old; severe acne since the establishment of 
her menses, at the age of 13; and, since 1935, 
of almost constant fatigue and loss of in- 
terest in her studies, 


At the age of about five or six she under- 
went an appendectomy, at which time the 
appendix was found somewhat congested and 
edematous, but not acutely inflamed, but the 
ileum and cecum were deeply congested and 
the glands in that region were very numer- 
ous, but were found not to be tuberculous. 
She was no better after the operation, and 
the following spring her tonsils were re- 
moved, after which she was decidedly ill for 
some time, but then improved and, except 
for some abdominal pains, was fairly well 
until the age of 15. 

In 1935 she had measles and enteritis, 
following which she was fatigued and lost 
all interest in everything, though she is nor- 
mally bright and was of the dynamic type (a 
leader) before her illness. Her pulse ranged 
from 80 to 100, and her temperature from 99 
to 99.5° F. For the past six months she has 
had pain and tenderness over the lower part 
of her descending colon. 

Her menstruation, urine, basal metabolism, 
chest (including x-ray studies), and abdomen 
(including a gastro-intestinal x-ray series, 
with a barium enema) are normal. Blood 
studies showed: Hemoglobin, 63 percent; red 
cells, 4,000,000; leukocytes, 9,000, with rela- 
tive lymphocytosis; repeated serologic tests 
were negative for the typhoid-paratyphoid 
group and undulant (Malta) fever. Her stools 
were negative for blood and parasites. She 
has no cough, and therefore no sputum. Her 
body build is stout, with rather massive 
limbs; she is very clumsy on her feet and 
has a voracious appetite. She is not consti- 
pated. 

Her body measurement (height and weight 
given above) are: Bust, 35; waist, 25; hips, 
39 inches; suprasternal notch to symphysis 
pubis, 20 inches; vertebra prominens to lum- 
bosacral articulation, 19 inches; axilla to 
fingertips, 24%2 inches; elbow to fingertips, 
154% inches; circum biceps 11; forearm, 944; 
wrist, 614 inches; anterior superior spine of 
ilium to heel, 36 inches; knee to heel, 16% 
inches; circum upper ‘thigh 23; lower thigh, 
16; calf, 14; ankle, 8% inches; length of foot, 
9 inches, 

Requirements: Suggest diagnosis an1 treat- 
ment, giving reasons. What, if any, further 
information would you require? 
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The Diagnosis and Treatment 
of Poliomyelitis* 


The Diagnosis and Treatment 
of Poliomyelitis* 

FOR the purpose of diagnosing poliomyelitis 

during the acute phases, three stages may 
be differentiated, as follows: (1) The systemic 
stage, characterized by a general infection; 
(2) the meningitic stage, characterized by 
symptoms of invasion of the central nervous 
system; and (3) the paralytic stage, charac- 
terized by impairment of nerve centers and 
peripheral motor neurons, which results in 
flaccid paralysis. 

In the early systemic stages the symptoms 
generally are: malaise, headaches, mild fever, 
pharyngitis, irritability, flushing, sweating, 
vomiting and constipation. Spinal fluid 
changes are seldom found at this stage. Such 
symptoms in a child, during the poliomyelitis 
season, should place parents and physicians 
on their guard. These early symptoms may 
be followed within one to four days by those 
of the meningitic stage, such as prostration, 
severe headache, stiff and painful neck and 
back, hyperesthesia of the skin and ataxic 
tremors in some cases. In cases which prog- 
ress to the paralytic stage careful examina- 
tion of opposing muscle groups will reveal 
early muscle weakness, which generally pre- 
cedes paralysis. The muscles of the lower 
extremities, are most commonly involved, but 
those of the upper extremities, abdomen and 
back, may also be affected. 

Physical examination in the meningitic 
stage generally reveals an elevation in tem- 
perature varying from 100° to 103° F., rigidity 
of the neck and back, pain on bending the 
head forward, and muscle tenderness. On 
raising the shoulders, the head falls limply 
backward. When an attempt is made to sit 
up, the patient supports his back by placing 
his hands on the bed behind him. The 
abdominal and cremasteric reflexes are gen- 
erally absent, and the biceps, triceps, knee 
and ankle jerks may be exaggerated or de- 
pressed. The bulbar type of poliomyelitis 
may be recognized in the early stages by 
paralysis of the soft palate and absent throat 
(gag) reflex. A lumbar puncture generally 


*Bull. Evanston Br. Chicago M. S., Nov., 1937. 


reveals the spinal fluid under moderately in- 
creased pressure, with a ground-glass ap- 
pearance in reflected light, and contains from 
20 to 500 cells per cubic mm., with lympho- 
cytes predominating. The globulin is gen- 
erally increased, but the sugar is normal. 

The most important conditions to be con- 
sidered in differential diagnosis are men- 
ingococcic meningitis, which generally has a 
higher temperature, opisthotonos and cloudy 
spinal fluid; tuberculous meningitis, which 
has a gradual onset, low temperature and 
low spinal fluid sugar; and encephalitis, 
which is more common in adults, with photo- 
phobia, blurring of vision, and drowsiness 
or stupor. Other forms of pyogenic men- 
ingitis and local intracranial lesions must 
always be ruled out. 


Treatment 

Aside from general supportive treatment, 
blood serum from human convalescents is 
considered by many to be an effective thera- 
peutic agent for treating poliomyelitis. This 
serum is prepared by collecting blood from 
persons who have recovered from an authen- 
tic attack of poliomyelitis. Every patient 
who has an elevation in temperature or who 
is severely prostrated, should receive serum, 
irrespective of the amount or degree of par- 
alysis which is present. Although the use 
of serum will not restore anterior horn cells 
which have been destroyed, the progress of 
the paralysis is often interrupted, and the 
temperature generally drops to normal the 
following day. It is advised that the serum 
be administered intravenously in large 
quantities in the following doses: Injections 
of 60 to 80 cc. for children under six years; 
80 to 120 cc. for those from 6 to 12 years; 
and 120 to 180 cc. for all persons over 12 
years. If the temperature remains elevated 
the next day, the same doses of serum 
should be repeated. Cases of the bulbar 
type may receive 200 cc. intravenously, but 
no serum should be given intraspinally. In- 
asmuch as this is human serum, serious 
systemic reactions need not be feared. 

Every case of poliomyelitis should be con- 
sidered as an orthopedic problem, and con- 
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tractions and deformity can be prevented by 
promptly instituting measures to protect 
muscles and joints. All muscles should be 
placed in a position of anatomic rest as far 
as possible. Paralyzed arms should be sup- 
ported by “airplane” splints. The lower ex- 
tremities should be supported by sand bags 
or splints, with the toes up and the ankles 
held at right angles in order to prevent a 
foot drop. The bed clothing should be kept 
off the feet with a cradle. Patients with 
residual paralysis will frequently respond 
very well to physical therapy, if properly 
carried out. Under no circumstances should 
limbs be manipulated while there is muscle 
pain or tenderness. Massage and hydro- 
therapy may be very beneficial, if not carried 
to extremes. 

Although attempts have been made to de- 
velop vaccine preparations for the purpose of 
immunizing human beings against poliomy- 
elitis, no preparation has yet been discovered 
which has proved to be of value. The zinc 
sulphate nasal spray has been found to pre- 
vent entrance of the poliomyelitis virus when 
experiments were conducted upon monkeys. 
However, this preparation has not been used 
extensively enough in human beings to per- 
mit the formation of an opinion as to its 
value in protecting them against poliomy- 
elitis. Inasmuch as the nasal mucosa is one 
of the most important of the defense mech- 
anisms of the body, the advisability of alter- 
ing the normal functions of this membrane 
by applying an irritating chemical substance 
should be carefully considered before it is 
used. Accordingly, at the present time, there 
is no proved method of protecting human 
beings against poliomyelitis, 

Winston H. Tucker, M.D. 


Commissioner of Health 
Springfield, Ill. 


Venereal Prophylaxis* 

HERE have been three lines of attack on 

the venereal disease problem: (1) The 
moral attack, which assumes that by educa- 
tion and exhortation men and women will 
remain abstinent until marriage. It is suf- 
ficient to say that men and women are de- 
termined to enjoy sex contacts, and that na- 
ture will have her way, whatever the 
consequences; (2) the regulation of prostitu- 
tion, which assumes that the closing of broth- 
els or the regulation of prostitutes will pre- 
vent the spread of disease. Regulation, as 
practised in Europe, has not succeeded in 
preventing this spread, nor has the repression 
of prostitutes in this country been effective. 
The demand for sex services continues un- 
abated and, as a natural consequence when 
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the professional is not available, the amateur 
and clandestine prostitutes are drafted to take 
her place. These latter frequently become 
infected without knowing it, and do not know 
what to do, if they become aware of it; 
whereas the professional, for selfish reasons, 
if no other, employs precautions and seeks 
treatment earlier. Almost one-half the cases 
of gonorrhea coming to a large clinic were 
acquired through intercourse with amateur 
prostitutes; (3) the epidemiologic attack, 
which aims to get as many infected persons 
under treatment as possible. This has been 
proved successful in Army and Navy experi- 
ence, but has never been given a trial in civil 
life. As soon as possible after exposure, the 
penis should be smeared with calomel oint- 
ment and an anterior urethral irrigation of 
1:5000 permanganate solution given, followed 
by an injection of 10-percent Argyrol (or 0.5- 
percent Protargol). The commercial packet 
contains calomel ointment, which is partly in- 
jected into the urethra and the remainder 
smeared on the penis. This is not fully ef- 
fective against gonorrhea. 

Asr. L. Woisarst, M.D. 


New York, N-Y. 


The Value of Postpartum Care 


many respects, postpartum care and in- 

struction equal prenatal care in importance. 
Even though overstretching of the birth canal 
may be inevitable (an early episiotomy, car- 
ried out before the head has traversed most 
of the anterior vaginal wall, will do much to 
prevent relaxation), abundant rest for the 
first few days, followed by exercises directed 
toward the development of the supporting 
perineal and vaginal muscles, reduces the 
amount of relaxation that will follow. There 
are muscle fibers in the bladder supporting 
tissue, which respond remarkably well to 
exercise, and have an important bearing in 
the prevention of cystocele. The value of 
an indwelling catheter in patients with anti- 
cipated bladder trauma should be remem- 
bered; probably some fistulas are prevented 
by this precaution—NorMAN F. Miter, M_D., 
in Northw. Med., Aug., 1937. 


--————_-@- -- 


Gold and Sodium Tetrabromide in 


Epilepsy 

fp MCOURAGED by the therapeutic results 

of gold tribromide in the treatment of 
pertussis, I began, about two years ago, a 
study of other gold salts, with special refer- 
ence to the treatment of epilepsy. Bearing in 
mind the similarities of these two diseases 
and the fact that the spasms of pertussis are 
effectively controlled by a tribromide of gold, 
it was reasonable to assume that a tetrabro- 
mide of gold would aid in controlling the 
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spasms and convulsions of epilepsy. I there- 
fore tried gold and sodium tetrabromide 
(AuNaBr,) in the treatment of epilepsy, and 
although my experience has not been ex- 
tensive, the results encourage further study. 

When not properly dispensed, this drug 
decomposes rapidly, and therefore should be 
used in a stable pharmaceutical preparation, 
such as that known as Aurosodobrom, the 
adult dose of which, by mouth, is 10 drops 
(containing 1/10 grain—6 mg.—of the drug) 
in water, after meals or as indicated. 

This drug has also been found useful in 
migraine, chorea, and other neuroses where a 
sedative is required—J. Epsremn, M.D., in 
Archiv. Pediat., June, 1937. 


——— -@—- - - 


Conflicting Medical Literature 


T= general practitioner, and many spe- 
cialists, too, upon being rebuked for not 
keeping up with current medical literature, 
say, “I read one thing this week and the 
opposite, next week. Which am I to believe? 
I cannot personally investigate all the new 
theories and remedies.” This objection is 
brought forcibly to mind by two successive 
articles just published in the same journal 
and presented before the same society*. 

Drs. Curtis and Puppel state: “The urinary 
iodine is of similar significance in thyroid 
disease as the urinary sugar in diabetes or 
the urinary calcium in diseases of the para- 
thyroids. The majority of patients with 
hyperthyroidism excrete an increased amount 
of iodine in the urine.” 

Dr. Joseph L, DeCourcy presents evidence 
to show that the thyroid alone does not con- 
trol iodine metabolism, and says; “The de- 
termination of the iodine content of the blood 
is valuable as a test of liver function, rather 
than of thyroid function.” 

All medical literature cannot be in agree- 
ment, because it would be an indication that 
all original thought had stopped and that no 
new advances could be expected, but may 
we make a plea for more thorough analysis 
and consideration before an article is sub- 
mitted for publication? 

R. L. Gorrett, M.D. 

Clarion, Ia. 

—_———_—-——_—__— 


Ambulant Treatment of 
Exophthalmic Goiter 


p= is paramount in the treatment of 
exophthalmic goiter. Unless the patient 
happens to be obese, the sufferer must eat his 
way to health. Tea, coffee, condiments, spices, 
alcohol, and tobacco, all must be forbidden. 
Small amounts of meat may be given once a 
day. The average patient requires practically 
twice the amount of food that would be taken 
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during health. An index of approaching re- 
covery is a substantial gain in weight. 

The patient with exophthalmic goiter must 
rest, preferably full-time, for weeks or 
months, until the metabolic processes have 
reached normal. Many patients must con- 
tinue working or starve, or the enforced idle- 
ness aggravates the condition. In the event 
of sufficient cardiac reserve, and if the job in- 
volved is not too intensive physically or emo- 
tionally, such patients may become well under 
a carefully planned medical regimen. An 
early-to-bed habit must be insisted upon, in 
order that the patient receive ten hours in 
bed, at least. 

These medicines may be of value: Quinine; 
iodine (too often abused); eserine (in the 
absence of diarrhea, this is a very useful 
drug); adrenal cortex substance frequently 
improves the vitality and nutrition of these 
patients; barbiturates; ovarian substances; in- 
sulin, cautiously employed, in combating the 
carbohydrate intolerance and undernutrition 
these patients so commonly display and which 
determine the course and prognosis of the 
case in hand. Psychotherapy must be given. 
Under treatment, the tachycardia is the first 
symptom to be reduced. Under favorable cir- 
cumstances, the average duration of treat- 
ment was six months in our series of cases. 
Those past forty-five years of age responded 
more promptly than did younger patients; the 
younger the patient, the greater the thera- 
peutic efforts and duration of time required. — 
IsRAEL Bram, M.D., in Med. Rec., Aug. 18, 
1937. 


———_@—__—__- 


How to Keep from Catching Cold 


TAKE care of your general health; keep out 
of drafts; do not let people with colds cough 
or sneeze or talk in your face; keep your 
mouth closed in crowded places and when 
out of doors; and after being chilled, get in 
a warm place and drink hot liquids—E. E. 
Cornwa tL, M.D., in Med. Times, Oct., 1937. 


——-——-@- - -- 


Foreign Protein Therapy in Undulant 
Fever 


Alasoer any substance which will bring 
about a sharp thermal reaction will act 
favorably on the infection of undulant fever 
(Malta fever or brucellosis). 

Of 12 cases of undulant fever observed, 10 
were given typhoid mixed vaccine intra- 
venously in doses of from 0.025 to 0.075 cc. 
(usually 0.05 cc.). The results in all 10 were 
satisfactory. There were no clinical recur- 
rences, and in 9 cases the agglutination of 
Brucella abortus became negative. These re- 
sults compare favorably with those reported 
from the use of specific vaccines prepared 
from Br. abortus. 
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Typhoid vaccine is always available prac- 
tically everywhere, and its administration is 
very simple.—C. E. Ervin, M_D., et al., in A.J. 
Med. Sc., Aug., 1936. 

- eo = 


Pyknolepsy 

Pp YKNOLEPSY differs from petit mal epi- 

lepsy as follows: 

1—The child suddenly stops in its talk or 
play, stands with body flexed and limbs re- 
laxed; the eyes stare into space with a blank 
expression; the eyeballs turn upward and 
outward. The return to normal is instan- 
taneous and complete. The attacks are mo- 
notonous and stereotyped in character, not 
only in the individual cases, but in all cases, 

2.—The attacks are explosive and they de- 
velop their maximum daily number at the 
very onset of the syndrome. The daily attacks 
vary from 10 to 40 and are not influenced 
by therapy. This is contrary to what one 
sees in minor epilepsy. 

3.—Absence of convulsive components. 

4—Intact pupillary reactions. 

5—No biting of the tongue. 

6.—No personality changes or intellectual 
deterioration. 

7.—Attacks are not nocturnal. 

8—Spontaneous regression and recovery 
at puberty. In epilepsy only three percent 
recover spontaneously when attacks begin 
before puberty. 

9—Not influenced by bromides or by lu- 
minal. 

10.—Not hereditary—J. L. Asramson, M_.D., 
in J. Nerv, & Ment. Dis. 


—_——-_e——_—__—_— 


Tonsillectomy for Peritonsillar 
Abscess 


A FEW years ago the recommendation of 
tonsillectomy for peritonsillar abscess 
was regarded as irrational, fraught with 
dangerous consequences, and was generally 
condemned by laryngologists. The fact re- 
mains that those who have carried out ton- 
sillectomy as a routine, have seldom met with 
complications. Merica states, “The patient 
is immediately relieved of distressing pain, 
which is the outstanding symptom. Within 
twenty-four hours, the patient is much im- 
proved and is able to take some nourish- 
ment, and in many instances is almost 
completely relieved of pain. The fever has 
begun to subside, the swelling in the palate 
and pharyngeal wall becomes reduced, and 
swallowing is no longer so difficult.”—Edi- 
torial in E.E.N. & T. Monthly, Aug., 1937. 


[If this procedure has no serious compli- 
cations, it will avert the difficult tonsillec- 
tomy later on, as well as give the patient 
certain relief from pain—something that sim- 
ple incision does not always do.—Eb.] 
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The Importance of Lenses in Eye 
Diseases 


(faa and orthoptic treatment are not 
cure-alls for the eyes. Eyes may need 
medical attention, in addition to glasses and 
orthoptics. If a lens correction is necessary 
for comfort and clear vision, it should be 
used, although the eyes might need medical 
care at the same time. In some cases even 
orthoptic treatment can be instituted, to- 
gether with the medical care. 

The lenses or orthoptics will not directly 
help the pathologic condition, but they will 
eliminate the discomfort caused by eye 
strain, and thus build up the tonicity of the 
eye muscles and place the eye in a more re- 
ceptive state for the medical care. 

Ciara ViAL-Lawson, O.D. 

Weiser, Idaho. 
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Benign Hypertrophy of the Prostate* 


FROM the dual endocrine activity of the 
testes there has arisen a plausible explana- 
tion of prostatic hypertrophy. In rats the 
pituitary gland can stimulate the testes to 
the production of sufficient testosterone to 
cause prostatic hypertrophy. In aged men 
degenerative changes take place in the 
germinal epithelium and cause a retardation 
of spermatogenesis. According to Martins and 
Rocha, inhibin is not produced when the 
germinal epithelium is destroyed. With the 
lessened production of inhibin, in senescence, 
the pituitary gland should increase in size 
and become hyperfunctional, thereby stimu- 
lating the interstitial cells to produce an ex- 
cess of testosterone, resulting in prostatic 
hypertrophy. It was found that patients suf- 
fering from prostatic hypertrophy have an 
appreciably greater concentration of sex 
hormone in the blood and urine than do 
normal men. In several cases of castrated 
males the prostate has been found to be 
atrophic. This also indicates that the con- 
dition is related to testicular activity. 

A suitable method of assay of inhibin has 
not been developed. It has been impossible 
to determine what fraction of the gland con- 
tains the hormone inhibin. Myers, Vidgoff, 
and Hunter fed a group of rats desiccated 
testicular material, and they developed pros- 
tatic atrophy, showing that inhibin is not 
destroyed by the digestive tract. Lower fed 
to patients the equivalent of 60 grams of fresh 
beef testicular material daily. This product 
he called “Contruin,” and it is prepared only 
in the laboratories of the Cleveland Clinic. 
It is still not available for general use, as 
only limited quantities are now made. 

To date, 76 selected patients have been 
treated with Contruin. All of these patients 
showed definite signs of obstruction, Before 
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treatment was started a complete urologic 
study was made and also endocrine activity 
was determined. The basal metabolism was 
almost uniformly low, although there were 
no signs of hypothyroidism. In some cases a 
slightly positive Freeman test was obtained. 
The above shows some endocrine imbalance. 
The majority of these cases in Lower’s series 
were not those with severe renal damage 
and long-standing obstruction. Improvement 
was noted within a week or ten days after 
treatment was started, with maximum im- 
provement in from 4 to 6 weeks. 

In cases of complete retention, the patient 
was catheterized regularly or an _ inlying 
catheter was used for a time until the patient 
could void normally. With residual urine, 
catheterization was done only at stated in- 
tervals, in order to determine the change 
in the amount of residual urine. The first 
signs of improvement were a decrease in 
nocturia, greater ease in voiding, increase 
in the size of the stream, and reduction in 
frequency. All patients reported a feeling 
of well-being. 

Lower reported 63 percent of patients im- 
proved on this treatment. He makes the ob- 
servation that, if this group represents a per- 
centage of patients who would improve under 
ordinary conditions without medication, then 
we have been operating upon too many pa- 
tients with this type of hypertrophy. Further 
investigation will be able to settle this matter. 

Horace L. Wetnstock, M.D. 

Philadelphia, Pa. 
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There Are No "Natural'’ Foods 


T IS a fundamental endowment of the hu- 

man species to eat a larger number and 
variety of foods than does any other mam- 
mal. Any food is normal for man, as long 
as it does not contain large amounts of cellu- 
lose, chitin, or similar substances which re- 
quire specialized anatomic structures for 
storage and digestion. The upright position 
does not in any way hinder, hamper, nor 
decrease the digestive efficiency. The di- 
gestive system of man is one of the greatest 
attributes he possesses, and is to a large ex- 
tent responsible for his obtaining his socalled 
preeminence over all other living things.-— 
E. G, WAKEFIELD, M.D., and C. W. Mayo, M.D., 
in Am. J. Dig. Dis. & Nutr., July, 1937. 
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Urologic Problems in General 
Practice* 
MaA&N¥ years ago, Keyes remarked that the 


diagnosis of renal infection depends 
more upon arousing the suspicions of the 
medical examiner to the fact that the patient 
may have a renal infection than upon any- 
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thing else. Once renal infection is suspected, 
it can readily enough be diagnosed. Cabot 
states that most of our errors come from not 
suspecting renal infection or not making a 
sufficiently thorough investigation. 

The symptoms are: Pain, fever, and pyuria. 
The pain is a most variable symptom, as it 
may be experienced in the affected kidney, 
or it may diffuse to other parts of the ab- 
domen, the groin, or the genitals. In many 
cases, tenderness in the affected kidney 
region will be elicited on superficial pres- 
sure, while in other cases, deep palpation 
will be necessary. Fever may be absent in 
chronic renal infection, or intermittent, or 
so transitory as to escape the patient's at- 
tention to the possibility of renal infection. 
Only catheterized specimens of urine are of 
value in studying (and staining) micro- 
scopically. In hyper-acute kidney infections, 
hematuria or microscopic blood will be 
found. 

One of our leading authorities believes that 
urinary antiseptics are of no value and that 
oral medication simply keeps the “mechan- 
ical” doctors from instrumenting their pa- 
tients.j Dangers in the administration of 
mandelic acid are already being noticed: 
nausea, vomiting, dizziness, tinnitus or tem- 
porary deafness; diarrhea; casts, albumin and 
blood in the urine; severe pain in the muscles; 
skin eruptions; and edema of the extremities 
are some of the symptoms that disappear 
after mandelic acid is discontinued. It is con- 
traindicated where marked reduction in 
renal function is demonstrated. It should be 
given with care in children. Under the best 
of auspices, one should never prescribe a 
quantity to last longer than two weeks. 

Finally, it should be pointed out that kid- 
ney infections might be divided under two 
heads: (1) Uncomplicated cases; and (2) the 
complicated cases, where some obstructive 
factor at or below the level of the kidney 
perpetuates the infection, because of poor 
drainage. When a case does not respond to 
adequate medication within a reasonable 
period (two weeks), a urologic consultation 
should be arranged. 

Hematuria demands cystoscopy. Frequently 
the passage of blood is the only sign of 
tumor in the bladder, 

“Cystitis”: Socalled inflammations of the 
bladder are very often secondary to a pri- 
mary source of infection in some contiguous 
structure, such as the kidneys, ureter, pros- 
tate, seminal vesicles, and the urethra. These 
possibilities must be borne in mind, when a 
patient presents himself with the complaints 
of frequent, painful, and urgent urinations. 
Allergic cystitis, due to tomato juice and 
strawberries, is not uncommon. Bladder irri- 


tMany other authorities disagree with this dictum 
—Ep, 
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tability in women may be due to urethral 
stricture, which is quickly relieved by dila- 
tation to 24 or 30 F. Nocturia, up to six 
times, and frequency, on an hourly basis, 
may be the symptoms. If pus and bacteria 
continue to appear after a series of instilla- 
tions of weak silver nitrate solution, weak 
potassium permanganate irrigations, and the 
administration of an oral urinary antiseptic, 
consultation should be recommended, 

Henry W. E. WaAttuer, M.D. 

New Orleans, La. 


eo———_ 


Reduction of Weight 


s the patient will keep strictly on a 1,000- 
calorie diet, medication is unnecessary for 
the reduction of weight. If weight loss is too 
rapid, the patient should be investigated for 
circulatory deficiency (water loss). 

It is essential to point out the definite 
benefits which will result from a loss of 
weight. There is eventually a return of 
beauty of figure and grace of movements, and 
quite often the love of either husband or wife 
has been increased by the loss of weight of 
the other party. Many have professed a 
greater zest for life, with less discomfort dur- 
ing hot weather and less tendency to fatigue. 
A drop in blood pressure, if elevated, is often 
noted. 

1,000-Calorie Menu 

Breakfast: 

1 medium serving of oranges, 

grapefruit, or pineapple. 

14 teaspoonful of butter. 

1 glass of skim milk. 

1 thin slice of bread. 

1 egg. 

114 rounded 

cheese. 

Dinner: 

2 medium servings of lettuce, asparagus, 

celery, sauerkraut, egg plant, tomatoes, 

spinach, string beans, or cabbage. 

1 medium serving of lean meat. 

1 thin slice of whole-wheat bread. 

1 medium serving of apples, apricots, pears, 

or raspberries. 

1 glass of skim milk. 

coffee or tea (without sugar or cream), or 

clear broth. 

Supper: 

1 medium serving of any vegetable, as 

above. 

2 eggs. 

1 thin slice of bread. 

1 glass of skim milk. 

—M. C. Wueetock, M.D., in J. Iowa S.M.S., 
Oct., 1937. 


peaches, 


tablespoonfuls of cottage 
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Diagnosing the Thyrocardiac Case* 


jN the past twelve years, during which time 

the use of iodized salt has become fairly 
widespread, the number of goiters in young 
persons has dropped markedly. 

The diagnosis is often difficult between a 
mildly toxic diffuse goiter and neurasthenia 
or “neurocirculatory asthenia.” The neuras- 
thenic feels sick and has a choking sensation 
in the neck, while the patient with mild 
hyperthyroidism feels fine, and even though 
he has a good-sized goiter, he does not feel 
choked. The neurasthenic patient is tired 
all the time—as tired in the morning as he 
was the night before—while the patient with 
mild hyperthyroidism will usually not admit 
any loss of strength. If the fear complex 
underlying the neurasthenic’s superstructure 
can be found, the diagnosis is established. 
The basal metabolism is not decisive, espe- 
cially if it is not consistently elevated on 
successive readings. 

Masked hyperthyroidism: The patients are 
always over 45 years of age, and frequently 
over 65. Their complaints are almost always 
referable to the cardiovascular system. Typ- 
ical of this group is the woman in the late 
fifties or early sixties, who complains of 
edema of the ankles, weakness, palpitation, 
and dyspnea on the least exertion. The 
weakness, dyspnea, and edema have been 
more marked during the last year; she has 
had some palpitation for years. On exam- 
ination, a small or medium-sized, soft, nod- 
ular goiter, and all the signs of decompensa- 
tion, usually with a fibrillating heart, will be 
found. This patient has no organic heart 
disease, merely the end-result of long- 
standing, mild hyperthyroidism. 

The diagnosis of this type of case is often 
difficult. Some points on diagnosis are: (1) 
Any elderly patient with auricular fibrilla- 
tion and a palpably enlarged or hard thyroid 
gland is a thyrocardiac case; (2) any elderly 
patient presenting the symptoms of decom- 
pensation and having a palpably enlarged, 
firm or nodular gland is a candidate for thy- 
roidectomy; (3) in any case of failing health 
in a middle-aged to elderly patient, in which 
the clinical picture is not due to another 
condition, some degree of hyperthyroidism 
should be suspected. The diagnosis can be 
confirmed by rest in bed, repeated basal 
metabolic rate tests, and the response to 
iodine therapy. X-Ray study of chest may 
show substernal goiters. 


Every thyrocardiac patient is given oxygen 
postoperatively, by nasal catheter, as it re- 
lieves the cardiac strain. 

NeEtson M. Percy, M.D. 

Chicago, Ill. 


 *W. J. S. O. & G., Aug. 1937. 
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Pituitary Dwarfism 


HE infantile, or “Peter Pan” type of 

dwarfism is due to lack of anterior pitu- 
itary secretion. These patients are not de- 
veloped physically, but mentally are up to 
their chronologic age. Such a patient, in the 
middle twenties, will have a body like that 
of a child of six or seven years, with fine, 
silky hair and a delicate skin, but may show 
facial wrinkles and a worn expression like a 
man of forty—Davmw P. Barr, M.D., of St. 
Louis, Mo. 

— 9 


Tonsillectomy 


Lees consistently good results are to be 
expected if the tonsillectomy operation 
is postponed until a child is 6 years old or 
older, especially if head colds or a cough 
is the complaint. The appearance of the ton- 
sils in children, except from the mechanical 
obstructive standpoint, is unimportant. — 
E.E.N.T.M., Sept., 1937. 
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Diagnosis 
After forty years in practice, I am more 
than ever convinced that the greatest thing 
in medicine is not surgery, or any other 
specialty, or any particular form of treat- 
ment, but diagnosis—B. P. Atten, M.D., in 
N. Y. S. J. M., June 1, 1937. 
ae ae 


Diagnosis of Undulant Fever 


T= most important manifestations in 333 
cases of undulant (Malta) fever were 
weakness (observed in 100 percent); fever, 
99 percent; excessive sweating, 94 percent; 
shivering, 88 percent; and anorexia, consti- 
pation, insomnia, pains in muscles and joints, 
and irritability—R. M. Taytor, M.D., in Med. 
Rec., May 19, 1937. 


-—_-———_-@-—- 


Lesions of the Toe in Elderly 
Patients 


A DARK-BLUE patch or sore that does 
not heal, usually found on the great toe, 
should be considered early evidence of de- 
veloping senile gangrene. Do not apply wet 
compresses; instead, have the patient keep at 
rest, and carry out Buerger’s exercises.— 
Wi.u1aM Boyp, M_.D., in “Surgical Pathology” 
(Saunders). 


Difficult Diagnosis 

PF it is a question of doubt in diagnosis, you 

may often observe that one man solves the 
doubt when the others could not, and the 
way in which one man happened to solve it 
is often this: He applied to the diagnosis of 
the case some method of examination which 
the others had not applied—C. B. Locxwoop, 
M.D., in “Clinical Surgery.” 


e——_ 


The Normal Pulse Rate 
Pulse rate 


per minute 
130-145 
134 
117 
108 
98 
91 
88 
80 
{ 72 (men) 
1 80 (women) 
It is futile to count the pulse rate of a baby 
if you do not know what the normal should 
be.—Hamitton Battey, M.D., “Physical Signs 
in Clinical Surgery.” 


Age in Years 


omanmwo uw 
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The "Awkward" Child 


HILDREN who seem clumsy and lack ex- 

act muscular control may be suffering 
from chorea. Facial grimaces, entirely in- 
voluntary, may be noticed—Sir Wm. OsLERr, 
in “Practice of Medicine” (D. Appleton & 
Co.) 


Fetid Breath (Halitosis) 


N the treatment of bad breath, diseased 

tonsils, especially of the cryptic type, should 
be removed; pyorrhea alveolaris and dental 
caries should be treated; search should be 
made for chronic sinusitis (with pus draining 
down the back of the throat), pharyngitis, 
chronic bronchitis, stomach disturbances, and 
constipation (a daily bowel movement does 
not prove that the patient is not constipated). 
Sodium perborate is a valuable mouth wash. 
Use % dram (2 Gm.) in %4 glass (60 cc.) of 
water, and pay particular attention to the 
gum edges.—E. A. Mutien, M.D. in “Hand- 
book of Treatment” (F. A. Davis). 
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THE DOCTOR'S STUDY 


NEW BOOKS 


Any book reviewed in these 
columns will be procured for our 
readers if the order, addressed to 
CLINICAL MEDICINE AND 
SURGERY, Waukegan, Ill., is ac- 
companied by a check for the 
published price of the book. 


He who first reduced the labor of copyists by 
the use of movable types was disbanding 
hired armies, cashiering most kings, 
and creating a whole new 
democratic world. He had 
invented the art of 
printing.—CARLYLE. 


Haldin-Davis: Skin Diseases in 
General Practice 


KIN DISEASES IN GENERAL PRACTICE. 

By H. Haldin-Davis, D.M., M.A., Oxon., 
F.R.C.P. Consulting Dermatologist to the 
Royal Free Hospital; Physician to the Hos- 
pital for Diseases of the Skin, Blackfriars. 3rd 
Edition, London: Oxford University Press. 
1937. Price, $6.25. 

The bewildered practitioner need be be- 
wildered no longer. The patient with some 
obscure skin disease can be diagnosed rap- 
idly and accurately, in the great majority of 
cases, by the use of this book. The most ob- 
vious fact about a dermatosis is its location, 
so that Dr. Haldin-Davis considers skin le- 
sions from that standpoint; i.e., eruptions on 
the face, feet, limbs, groins, scalp, et cetera. 
Such a simple, easily-applied classification is 
of great value to the general practitioner who 
obviously cannot hope to be a dermatologist, 
in addition to the widespread knowledge he 
must have nowadays. The descriptions are 
short and clear, and are reinforced with a 
number of excellent colored plates. Syphilis, 
eczema, widespread eruptions, bullous erup- 
tions, anomalies of pigmentation, and mod- 
ern methods of treatment are also given 
separate chapters. A more convenient derma- 
tology reference book for the general clin- 
ician cannot be conceived. 


Sw 


Bullowa: Pneumonia 


HE MANAGEMENT OF THE PNEU- 
MONIAS. By Jesse G. M. Bullowa, B.A. 
M.D., Clinical Professor of Medicine, New 
York University College of Medicine; Visit- 


ing Physician and Director Littauer Pneu- 
monia Research Fund, Harlem Hospital; 
Visiting Physician Willard Park Hospital. 
New York: Oxford University Press. 1937. 
Price, $8.50. 

This monograph is based largely on studies 
carried on in the Littauer Pneumonia Re- 
search Laboratory and the wards of the 
Harlem Hospital and is intended as a guide 
and source of practical information for those 
interested in the care of the pneumonias. No 
attempt is made to review the literature, and 
the bibliography, which is incomplete, is 
limited to the most important and recent 
reference. 

The work is divided into four parts. In 
the first classification, course and diagnosis 
are considered. The chapter on laboratory 
examination, in which methods for tvving 
are considered in detail, gives a critical re- 
view and evaluation of those in common use. 
In Part II, methods of treatment, general and 
specific, are considered. The chapter on 
general treatment outlines the accepted man- 
agement and emphasizes the importance of 
maintaining nutrition and the salt and water 
balance. The treatment of peripheral cir- 
culatory collapse is properly outlined and the 
inefficiency of cardiac stimulants in combating 
it clearly pointed out. The chapters on 
methods of administration and indications for 
oxygen therapy cover that subject very well. 

The chapter on serum therapy in Part II 
and that on the treatment of the specific 
pneumonias in Part III contain statistics illus- 
trating the value of such therapy in the pneu- 
monias due to different types of pneumo- 
cocci, of Friedlander’s bacilli, etc. While the 
experience at the Harlem Hospital seems to 
be similar to that of other workers in this 
field, the numbers of cases included, either as 
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controls or in the group to which specific 
serum was administered, are hardly sufficient 
to permit generalization. No statement is 
made as to how it was determined which 
cases should receive serum and which should 
not, nor of the apparent severity of the in- 
fection at the time such decision was made. 
The chapter in Part II, on the pneumonias 
of infants and children, is most valuable in 
that it points out the differences between the 
pneumonias in children and in adults and the 
resulting differences in their management. 


In Part IV, the factors influencing prog- 
nosis and the complications and sequellae are 
adequately considered. 

Although primarily an account of the work 
at the Littauer Pneumonia Research Labora- 
tory and the experience in the modern man- 
agement of the pneumonias at the Harlem 
Hospital, this monograph gives a critical 
evaluation of methods of accurate diagnosis, 
and the general and specific management both 
of the pneumonias and of their sequellae and 
complications, and of the patient who has the 
disease, which should make it of special 
value to clinicians. 

N. S. D. 
a 


Rongy: Childbirth—Yesterday and 


Today 


HILDBIRTH: YESTERDAY AND TODAY. 

The Story of Childbirth through the 
Ages, to the Present. By A. J. Rongy, M.D., 
F.A.C.S., Fellow of the New York Academy 
of Medicine; Member, American Association 
of Obstetricians, Gynecologists and Abdom- 
inal Surgeons; American Association for the 
Advancement of Science; American Medical 
Editors’ and Authors’ Association; American 
Medical Association; and New York State and 
County Medical Societies. At Present Attend- 
ing Obstetrician and Gynecologist, Lebanon 
Hospital, and Consulting Gynecologist, Rock- 
away Beach and Royal Hospitals. Author, 
“Safely through Childbirth.” 20 Illustrations. 
New York: Emerson Books, Inc. 1937. Price, 
$2.00. 


This is an interesting and readable little 
volume on the technic of childbirth through 
the centuries, and of the methods used in 
various countries. It tells of an amazing and 
agonizing fight through the dark jungles of 
superstition; of magic formulas of priests; 
and of the slow advance to the present-day 
scientific methods. 


After the barbarous treatment of women 
in childbirth in ancient times, it seems mir- 
aculous that the present-day race is not one 
of cripples. From the beating of drums as 
a sedative to the 18th century anesthesias 
was a long way, and only inestimable human 
courage spanned the gulf. 


The book closes on a note of challenge to 
the women of the country to bring pressure 
to bear against “meddlesome obstetrics,” par- 
ticularly artificial delivery or “rushing” a 
case, to the detriment of women. 

The alert obstetrician might use this book 
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to relieve the superstitious fears of his pa- 
tients, which find their basis in the ignorance 
of a primitive people. 
M. G. D. 
a 


Kurzrok: Endocrines in Obstetrics 
and Gynecology 


HE ENDOCRINES IN OBSTETRICS AND 

GYNECOLOGY. By Raphael Kurzrok, Ph. 
D., M.D., Associate in Obstetrics and Gyne- 
cology, the College of Physicians and Sur- 
geons, Columbia University, New York City. 
Baltimore: The Williams and Wilkins Co. 
1937. Price $7.50. 

This book is bristling with facts that 
should be known by every physician who 
treats women, and covers a much broader 
range than its title would indicate. The his- 
tory, embryology, and histology of the en- 
docrine glands are first taken up, followed 
by the physiology and chemistry of the sex 
hormones. Each gland is considered in suc- 
cessive chapters (anterior and posterior pitu- 
itary, adrenal, thyroid, pancreas, parathyroid, 
thymus), and discussion is given on men- 
struation, ovulation, uterine control, preg- 
nancy tests, mammary development and 
lactation, the amenorrheas, hyperplasia of the 
endometrium, functional dysmenorrhea, men- 
Opause, toxemias of pregnancy, precocious 
sexual maturity, intersexuality, hormonal 
sterilization, functional sterility, the male sex 
hormone, and methods of hormone assay. 

His introduction is classic: “Organotherapy 
is as yet substitution therapy, whether we 
use the whole gland or a crystalline derivative 
of that gland. Of causal therapy, we know 
very little. Endocrine disturbances are gen- 
eral disturbances, and the predominant gland 
dysfunction is merely an isolated manifesta- 
tion of a general endocrine dyscrasia.” 

Cannon’s theory of the emergency secretion 
of the adrenals; that is, that no adrenalin is 
secreted except under conditions of stress, is 
denied (p. 134). Dr. Kurzrok states also, “It 
is our belief that the same patient may on 
occasions vary the type of bleeding. If ovula- 
tion does not take place, menstruation ter- 
minates a sterile cycle. If bleeding takes 
place from a premenstrual endometrium, it 
terminates a fertile cycle.” 

Very interesting to the general practitioner 
are the results of treatment of primary amen- 
orrhea with large doses of estrin (Progvnon-B 
or Theelin). Regular cyclic bleeding can be 
produced by regular injections, the breasts 
develop, the internal and external genitalia 
develop, and these sexually immature patients 
become interested in the other sex and act 
“grown-up.” The strides that have been 
taken in this work may be indicated by his 
statement: “Today we are in a position to 
inject 100,000 R.U. of estrin at a dose. Ten 
years ago, the combined laboratories in the 
world did not possess that amount of hor- 
mone.” 

Especially to be read are his sections on 
functional sterility and the harmful effects of 
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alkaline douches in the treatment of infer- 
tility. He has apparently proved that the 
acidity of the vagina is necessary for at- 
traction of the spermatozoa to a cervix 
(alkaline mucus plug). All in all, a depend- 
able, conservative book to be consulted on 
any endocrine question in its field. 


e_—_  —- 


Physician's Accounting System 


DR. COLWELL’S DAILY LOG FOR PHY- 
SICIANS. For 1938. A Brief, Simple, Ac- 
curate Financial Record for the Physician’s 
Desk. Champaign, Illinois: The Colwell Pub- 
lishing Co. Price, $6.00. 

The New 1938 Daily Log is available. To 
old users, enough said. To those of you not 
familiar with this complete system in one 
volume, let us describe it. 

Daily, monthly, and annual records avail- 
able at a glance; expense and income sheets 
for your information and for tax purposes; 
obstetric, narcotic, and innoculations, social 
security, personal expense and additional 
pages for the busy days complete your 
records. 

It is the only system known to the writer 
that is simple, complete and fool-proof. 
Figures needed for your income tax expenses, 
and net income are instantly available. 
Surgical and obstetric pages reveal your 
progress or decline month by month in these 
fields. 

Review of the obstetric sheet prompts you 
to send inoculation notices at six months. 
I recommend it as a perfect system for med- 
ical bookkeeping. 

J. E. F. 
—_——_—_e-—_—-_——"— 


Kilduffe: Clinical Urinalysis 


Ca URINALYSIS. By Robert A. 
Kilduffe, M.D., F.A.S.C.P.; Director of 
Laboratories, Atlantic City Hospital; Pathol- 
ogist, Atlantic County Hospital for Tubercu- 
lous Diseases; Serologist, Atlantic County 
Hospital for Mental Diseases; City Bacterio- 
logist, City of Atlantic City; Serologist, Mu- 
nicipal Hospital for Contagious Diseases, At- 
lantic City; Pathologist, Betty Bacharach 
Home for Crippled Children, Longport; Path- 
ologist, Jewish Seaside Home, Atlantic City; 
Formerly Major, M.C., U.S.A. Philadelphia: 
F, A. Davis Co. 1937. Price, $4.00. 

Dr. Kilduffe’s writings are always of inter- 
est, as they are sane, well-balanced and di- 
rectly practical. He does not overemphasize 
the value of laboratory findings, as many of 
his fellow pathologists do. 

Although this volume lists every practical 
method of examining the urine, emphasis is 
placed on the simple tests that can be carried 
out by the physician or his technician, and, 
even more important, the meaning of the test 
is given. Many clinical points are stated; 
e.g., “sugar” in the urine during the later 
months of pregnancy and lactation may be 
lactose, and thus without clinical significance; 
albuminuria indicates only the presence of 
protein bodies in the urine and, of itself, has 
no differential or diagnostic significance (feb- 
rile, toxic, hemic, circulatory, obstructive, 
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nephritic, alimentary, accidental and func- 
tional albuminuria); a low, fixed specific 
gravity is of ominous import; the ability of 
the kidney to excrete one substance, as 
phenolsulphonphthalein, is not necessarily a 
criterion of its ability to excrete another. 

This is a first-class reference book to have 
on your shelves. 


————_—-@——_—__ - 


Ross: Postmortem Appearances 


POSTMORTEM APPEARANCES. By Joan 
M. Ross, M.D., B.S., L.R.C.P., Anatomist to 
Royal Free Hospital; Reader in Pathology, 
University of London. London: Oxford Uni- 
versity Press, 1937. Price, $2.50. 

Dr. Ross’s book is designed to fill a gap, 
which has long been obvious, in textbooks 
of pathology. In a concise form, it describes 
the chief anatomic changes found in the com- 
moner diseases—information which hitherto 
has been obtainable only by long practical 
experience, or by extensive reading. The 
general practitioner, who may be called upon 
to make an occasional autopsy, will find it a 
useful guide as to what he should look for. 

The introductory remarks clarify the few 
causes of death (asphyxia, syncope, or coma) 
which result from failure of the respiratory, 
cardiac, and nervous systems, respectively, 
and the general appearance of death in each 
situation. 

In sudden death from any cause, the book 
offers many points of diagnostic value. In 
drowning, for example, “the lungs, instead of 
collapsing as usual, bulge forward or “bal- 
loon,” so as to cover the pericardium and 
project from the thorax; they are heavier 
than normal, and pit on pressure”, etc. One 
omission is noted; ie., reference to recent 
literature on the occurrence of duodenal lcer 
as a complication of severe. burns. She states, 
“Its occurrence is practically unknown, and 
grave doubt has been cast on the statement.” 
As I have read of several cases, and a young 
boy died of bleeding from such a complica- 
tion, I am casting “grave doubt” on her state- 
ment. A section on the necropsy appearance 
of poison cases might be of value in the med- 
icolegal aspects of suicide. te 

—_—— 


Medical Annual: 1937 


HE INTERNATIONAL MEDICAL AN- 

NUAL: A Year Book of Treatment and 
Practitioner’s Index. Editors: H. L. Tidy, 
M.D., M.A., F.R.C.P., and A. R. Short, M.D., 
B.Se., F.R.C.S., and 35 Other Contributors. 
Fifty-fifth year. Illustrated. Baltimore: Wil- 
liam Wood and Company. 1937. Price, $6.00. 

This is an English counterpart of the Amer- 
ican “Year Books.” There are numerous con- 
tributors, however, who assume responsibil- 
ity for their own specialties in medicine and 
surgery, and publish their abstracts of the 
year’s literature in one volume, in alpha- 
betical sequence of topics. The volume is 
very readable, as black type segregates the 
various divisions, so that the eye is quickly 
attracted to the proper point. The illustra- 
tions are very clear and interesting. 
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The introduction brings out the salient ad- 
vances in each field, so that “he who runs 
may read.” American readers will enjoy 
such statements as, “A lurid light is thrown 
on social conditions in America by a paper 
dealing with 164 cases of stab and gunshot 
wounds of the abdomen, treated in five years 
in a single hospital in New York. What Brit- 
ish hospital could contribute such a paper?” 

Each abstract covers a number of papers 
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on one limited subject, which are briefly re- 
viewed and commented on in an easy, per- 
sonal style. Many articles from this country 
are included—probably more than from any 
other one country. Because of the alpha- 
betical arrangement of the topics and the 
very comprehensive index, the book makes a 
handy volume for quick reference to the 
latest in diagnosis and treatment. 


New Books Received 


The following books have been received in this office 
and will be reviewed in our pages as 
rapidly as possible. 


THE COLLAPSE THERAPY OF PUL- 
MONARY TUBERCULOSIS. By John Alex- 
ander, B.S., M.A., M.D., F.A.C.S. Springfield, 
Illinois: Charles C Thomas. 1937. Price, $15.00. 


BIOLOGICAL STANDARDIZATION. By 
J. H. Burn, M.D. New York: Oxford Uni- 
versity Press. 1937. Price, $7.50. 


THE SUBNORMAL MIND. By Cyril Burt, 
M.A., D.Sc. (Oxon.). 2nd Edition. New York: 
Oxford University Press. Price, $5.00. 


TWENTY-FIVE YEARS OF HEALTH 
PROGRESS. A Study of the Mortality Ex- 
perience among the Industrial Policyholders 
of the Metropolitan Life Insurance Company 
1911 to 1935. By Louis I. Dublin, Ph.D. and 
Alfred J. Lotka, D.Sc. With the Collaboration 
of the Staff of the Statistical Bureau. New 
York: Metropolitan Life Insurance Company. 
1937. Price, Complimentary copies to a 
selected list of libraries and specialists in 
public health and allied fields. 


INHALATION ANESTHESIA. A Funda- 
mental Guide. By Arthur E. Guedel, M.D. 
New York: The Macmillan Company. 1937. 
Price, $2.00. 


PRACTICAL PHYSIOLOGICAL CHEM- 
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"A World of Health" at the New 
York World's Fair 1939 


Ts photograph is of a scale model of a 

building to be erected by the New York 
World’s Fair 1939 to house an extensive ex- 
hibit which may be called “A World of 
Health.” This exhibit, surrounding the Fair’s 
focal display, will portray the latest advance- 
ment in every phase of medicine and the 
safeguarding of health, set forth in such a 
way as to appeal to laymen, as well as to 
physicians, 

Among the exhibits will be models of 
various parts of the human body large enough 
to permit visitors to enter them and thus 
become intimately acquainted with their 
mechanisms. One, as now planned, will be 
that of the eye, within which a visitor may 
see the world outside as it appears to those 
of imperfect as well as normal vision, and 
be able to manipulate levers to reproduce 
the action of the delicate pupil as it en- 
counters different intensities of light. An- 
other planned model will be that of the skull, 
within which visitors may walk and learn 
in dramatic fashion the details of its intricate 
structure. 

The building will be located on the Theme 
Plaza of the Fair, will have a floor area of 
81,871 square feet, and will cost about 
$425,000. 


e—__——_- 


Pan American Medical Cruise 


HE cruise of the Pan American Medical 

Association will be held January 15 to 31, 
inclusive, 1938, and arrangements have been 
made for a special course of instruction in 
tropical medicine, under the direction of Col. 
Charles F. Craig, M.D., U.S.A., retired, of 
Tulane University. 

Those who are interested in this splendid 
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combination of a delightful winter vacation 
with a course of graduate study can obtain 
full information from Dr. Z. Bercovitz, 889 
Lexington Ave., New York City. 


e—__——_- 


Passing of Dr. H. K. Mulford* 


W Us the passing, on October 15, 1937, of 
Henry Kendall Mulford, M.S., M-Ph., 
D.Ph., of Philadelphia, the country lost one 
of its leading and best-known pharmaceuti- 
cal chemists, who had made great contribu- 
tions to the armamentarium of the medical 
profession. 

Born in Bridgeton, N. J., October 10, 1866, 
Dr. Mulford began his drug career at the age 
of eighteen years, in the employ of those 
leaders in pharmacy, Drs. Joseph P. Reming- 
ton and L. E. Sayre, and at 21 became a full- 
fledged pharmacist and the owner of a drug 
store. In 1890 he organized the firm which 
long bore his name, and which was a pioneer 
in the development and distribution of bio- 
logical products, 

In 1921, Dr. Mulford turned his attention to 
the colloids, and presently established the 
Mulford Colloid Laboratories. In 1926, he 
became director of research in the biological 
laboratories of The National Drug Company. 

In 1918 he was given the degree of Master 
of Science by Lafayette College; in 1933 that 
of Master of Pharmacy, by his alma mater, 
the Philadelphia College of Pharmacy and 
Science, which later gave him the degree of 
Doctor of Pharmacy. 

With his scientific insight and imagination, 
his high ethical principles, his immense en- 
ergy and enthusiasm, and his delightful per- 
sonality, Dr. Mulford will be acutely missed 
by the entire field of medicine. 


—————— 9 


American Academy of Orthopedic 
Surgeons 


HE first West Coast meeting of the Amer- 

ican Academy of Orthopedic Surgeons will 
be held on January 16-20, 1938, at the Hotel 
Biltmore, Los Angeles. Special trains will be 
run with stopovers at Santa Fe, the Grand 
Canyon, San Francisco and other points. For 
further information write to Robert L. Lewin, 
Hotel Biltmore, Los Angeles, California. 


*See portrait in March, 1936, CrtnicaL MEDICINE 
AND SuRGERY, page 157 
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tion of infected wounds, and for home and 
prescription use in the treatment of infec- 
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Gntestinal Joxemia 


Modern eating habits often lead to the 
loss of normal selectivity of the intestinal 
mucosa with consequent absorption of 
protein substance not prepared for use in 
the body. The liver becomes overtaxed 
and protein sensitization—sometimes 
called intestinal toxemia or autointoxica- 
tion—results. 
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toms which invariably accompany such 
a condition, the use of Soricin has been 
found to be of definite value. Soricin 
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detoxifying properties and relieves the 
symptoms of toxic absorption. 
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this compound has been demonstrated in 
the treatment of intestinal toxemia, non- 
ulcerative colitis, allergic diarrhea, and 
“irritable colon.” 
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